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can Hospital Association, Ladies and Gen- 


[ican tos guests, members of the Ameri- 
tlemen : 


I consider it not only an official assignment 
but a pleasant duty to present to you, in the form 
of this presidential address, opinions concerning 
the status of the Association. I am glad for an 
opportunity to relate some experiences of the past 
year and to call attention to matters which may 
deserve favorable attention on the part of the 
official bodies of the Association. 


The past year has been an unusual one for the 
Association. The adoption of the new by-laws at 
the Atlantic City convention marked the begin- 
ning of what is expected to be an era of notable 
achievement in the Association. The experience 
of the past year is convincing in its evidence that 
a new working structure of the Association has 
been needed for some years and indicates the wis- 
dom of the committee who framed the new by- 
laws. Needless to say that modifications will be 
. necessary at times to meet changing conditions, 
; but the task of framing the by-laws could scarcely 
have been better done. Commendation is due 
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those who labored so carefully and sincerely to- 
ward giving the Association fundamental laws 
for governing its conduct. 


The Councils—Their Work .and Their 
Relationships 


The new methods for handling the responsi- 
bilities and activities of the Association, as pre- 
scribed by the by-laws, have been arranged and 
put into action and the various procedures have 
become established and have functioned fruit- 
fully in this first year. The particular relations 
and positions of the seven councils have been es- 
tablished and their accomplishments will be re- 
lated in the reports of the respective council 
chairmen. The membership structure is sound 
and has shown satisfactory expansion as the re- 
port on membership will disclose. The members 
of the House of Delegates have been selected 
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promptly by the various states and provinces. 
The House of Delegates is a truly representative 
group of the Association membership and is en- 
trusted with wide powers and weighty responsi- 
bilities. It is the directing body of the Associa- 
tion and the control of activities in the Associa- 
tion, other than the fiscal management, is vested 
in this important legislative body. The delegates 
occupy exalted positions and deserve high esteem 
not only in their respective states and provinces 
but in the Association at large. The Association, 
therefore, under the new by-laws, has experienced 
a significant year in which a practical knowledge 
has been gained by trial and observation of a 
working structure on which may be built a 
greater and more useful organization. 


It is important in any goal toward which new 
accomplishment is directed, to proceed with due 
care and purposeful aims. Hasty and aimless 
action in the early stages of any endeavor is 
likely to be characterized by faulty and regres- 
sive results. Theoretical knowledge has been put 
to use with a demonstration of the almost bound- 
less possibilities of what may be done in broad- 
ening the scope of the Association’s activities and 
usefulness. The major service activities of the 
Association originate in the councils and a large 
responsibility rests not only upon the chairmen 
of these councils, but every member selected to 
assist in the important obligations of council ac- 
tivity. The accomplishments of the councils and 
their sub-committees during the past year indi- 
cate not only what can be done by the Associa- 
tion, but give evidence of the outstanding dili- 
gence on the part of the members in the perform- 
ance of their duties during the first year of their 
existence. 


I shall take none of your time to recount other 
accomplishments of the Association for the past 
year. The reports of the councils, committees, 
and other official pronouncements will be given 
during the course of the convention to enlighten 
our membership in these matters. You will be 
interested in these reports—they relate actual 
events and achievements for the year and are 
particularly significant as an example of what 
may be accomplished by the Association for its 
constituency. 


The past year with its time-consuming tasks, 
and interesting experiences has been a memorable 
one for your president. The associations and 
fellowship with official colleagues have been pleas- 
ing and impressive. The manner in which these 
official groups conduct their affairs illustrates a 
combination of interest, purpose, and sympathy 
which is always sure to result in successful action 
on the part of the American Hospital Association. 
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The official family of the Association must neces- 
sarily assume heavy responsibilities and laborious 
tasks and the fact that this service is voluntary 
makes it all the more ncteworthy. These persons 
are entitled to the full approval and support of 
the membership. 


The methodical manner in which the executive 
secretary and the headquarters’ staff carry on the 
work of the Association is a revelation which 
every member of the Association should experi- 
ence. Too few of our members are aware of the 
devotion and diligence with which the established 
routine and practices of Association headquarters 
are carried out by the executive staff, and our 
membership should be made better acquainted 
with the careful and harmonious arrangement of 
affairs in this office. Events could be planned at 
headquarters to serve this purpose. The Chicago 
mid-winter conferences of hospital and medical 
organizations at which the presidents and secre- 
taries of section hospital associations and a large 
group of the members and friends of the asso- 
ciation gather, offer an excellent opportunity to 
bring the headquarters building and its capable 
staff to the personal attention of our people. It 
would be surprising perhaps to know how few 
of our members have ever visited headquarters. 
A visit is sure to stir a sense of pride in every 
member. 


Financial Position of the Association 


The financial condition of the Association, as the 
treasurer’s report will show, is in a healthy state. 
It is unnecessary to emphasize to this group the 
importance of sufficient funds for carrying on 
the work. of the Association. The Association 
can render service and increase its usefulness and 
practical worth in more or less direct proportion 
to its income. The income for this first year un- 
der the new by-laws indicates the possibilities of 
an enlarged financial program and the years im- 
mediately ahead will doubtlessly show rapid and 
progressive development as additional funds be- 
come available under the new corporate struc- 
ture. The growing interest and sympathetic con- 
cern for the Association on the part of hospital 
people everywhere betokens a productive pro- 
gram full of practical worth and equal to the re- 
quirements of the hospital field. The specific 
assignment of tasks and responsibilities to the 
councils for carrying on the activities of the 
Association, both scientific and practical, is some- 
thing from which we may expect an abundant 
yield—this provision is one of the most worthy 
of the new by-laws. The functions of these coun- 
cils cannot be conducted in a productive manner 
without secretarial assistance. Each council, it 
is hoped, may eventually have the benefit of secre- 
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tarial services to further their productivity. Vol- 
untary services of council and committee mem- 
bers, regardless of the zeal and earnestness with 
which they may enter upon their tasks, cannot 
be expected to bring forth the anticipated results 
without ample and permanent secretarial assist- 
ance. 


Public Relations Program 


The need for a comprehensive public relations 
program in the Association should be recognized 
by everyone. As funds become available this fea- 
ture should be developed under the direction of 
the Council on Public Relations. More and more 
business and governmental agencies look to the 
American Hospital Association for information 
and assistance in hospital matters and a broad 
public relations program would not only advance 
the interests and increase the usefulness of our 
Association, but would be of immense value to 
the various state and provincial associations. 


A specially planned program of legitimate pub- 
licity would do much to advance the interests of 
the Association in the public mind, and such a 
program on a systematic and orderly basis should 
be a permanent activity of the association in or- 
der to keep the public mind in a favorable state 
toward the hospital. The accomplishments of the 
organized field, as well as the numerous scien- 
tific writings and doings of our hospital people, 
are such as to create a great interest on the part 
of the public if prepared and placed in the hands 
of newspapers and periodicals in “news” form. 
The value of such service to the individual hos- 
pital is vastly important. 


Joint Advisory and Legislative Committee 


During the past year federal legislative mat- 
ters have not been of sufficient import to hospi- 
tals as to require any unusual attention on the 
part of the Joint Committee. Everyone will rec- 
ognize the careful attention given these matters 
by Assistant to the Executive Secretary Hard- 
grove until his departure. Thereafter, the Execu- 
tive Secretary assumed responsibility for keep- 
ing in constant touch with affairs in Washington. 
To handle legislative relations properly requires 
not only intelligent, individual attention to what 
needs to be done and what actually transpires, 
but an acquaintance with influential government 
officials and legislators, together with a knowl- 
edge and an experience in dealing with federal 
legislative methods. Such talent can be made 
available for the Association and the budget 
should make provision for an individual whose 
services will provide a continuous contact with 
the Washington situation—not a lobbyist because 
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the hospitals’ interest will be jeopardized by such 
service, but one with knowledge and special expe- 
rience in this field who will be alert to all happen- 
ings and diligently look after the interest of hos- 
pitals without unnecessary show and display. 


National Health Program 


The hospital world has shown much interest 
and concern in the report and proposals of the fed- 
eral government for the enlargement of its public 
health program, medical care, and hospital service, 
as brought out at the recent National Health Con- 
ference in Washington. The official report of this 
conference will be given elsewhere in this con- 
vention. Hospital service will assume a position 
of major importance in any endeavor to enlarge 
plans for medical care. Any undertaking in this 
direction will be attended by the greatest concern 
on the part of the hospital world and will obli- 
gate the American Hospital Association to the 
serious task of counseling and guiding plans of 
action which might be undertaken by government 
forces. The services of organized hospitals will 
be of vital interest and of fundamental impor- 
tance if matters develop for launching this move- 
ment. The social consequences of any endeavor 
of this sort will be unsatisfactory and ill-advised 
if organized hospitals are not given the opportu- 
nity to exercise their talents and use their facili- 
ties in aiding the projects which might be under- 
taken. The ability of the American Hospital 
Association for rendering:a sound and trust- 
worthy service in this connection certainly can- 
not be questioned, and we are confident that the 
past accomplishments of our organization merit 
the trust and confidence of the people in hospital 
matters. 


Association Relations With National Professional 
Organizations 


The relations of the American Hospital Asso- 
ciation with the various national professional or- 
ganizations have continued in a most satisfactory 
way. Every member of the Association appre- 
ciates the necessity for harmonious and unified 
relationships with the American Medical Asso- 
ciation, the American College of Surgeons, the 
various public health groups, nursing organiza- 
tions, and kindred societies. 'The rank and im- 
portance of our Association among these profes- 
sional groups is receiving wider recognition from 
year to year, and the esteem and respect held for 
our Association by these related organizations is 
pleasing to all of us. These groups represent an 
amalgamated body made up of parts mutually de- 
pendent but each having a special function in the 
field of public welfare. An element of kinship 
and interdependence exists which must be fos- 
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tered to the highest degree. There has never been 
a time when there was greater need for a joining 
of these forces for the good of mandkind. The 
overwhelming force and confusion of our present 
social and economic turmoil demands that our 
Association be continually alert to the possibili- 
ties of combined action of this group of influen- 
tial organizations. 


The manner in which many states have ac- 
cepted the coordinate membership plan during 
the first year is most pleasing. Their promptness 
in adopting the American Hospital Association’s 
model by-laws demonstrates a willingness to ally 
their forces with the national group and work in 
a coordinated program of action for the better- 
ment of hospital development and service. The 
problems of the state and provincial associations 
are our problems and our parental interest in 
these groups prompts an eagerness on the part 
of the Association to be of every possible service 
to these organizations. A uniform rank, order, 
and relationship of the various sectional associa- 
tions with the American Hospital Association in 
the coordinate membership plan gives promise of 
an effective nation-wide organization working in 
its various functions and responsibilities. Such 
unified action forecasts a mighty organization 
with authority and influence for promoting the 
growth and development of hospital service every- 
where. 


Sectional Associations 


We should take advantage of every opportunity 
to foster amicable relations and cohesive action 
with our sectional associations. We should exalt 
the officers of these groups who, by virtue of their 
positions, deserve high honor in the hospital 
world. The more personal contact which these 
officers may have with the official life and activity 
of the American Hospital Association, the better 
will be our working relationships for a nation- 
wide program. The February conference in Chi- 
cago, where the presidents and secretaries of the 
various states and provinces confer with the offi- 
cial family of the American Hospital Association, 
is productive of beneficial results in this direc- 
tion. It is understood that most of the states and 
provinces defray the expenses of their represen- 
tatives to this conference. This is most com- 
mendable and should be practiced by every sec- 
tional group in order to facilitate a large and rep- 
resentative conference each year. In our opinion, 
the members of the House of Delegates should be 
favored with an honorarium from the American 
Hospital Association for the payment of conven- 
tion expenses, or at least a goodly portion of those 
expenses. It is hoped that the Board of Trustees 
of our Association, as the budget will permit, may 
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appropriate sufficient funds for this purpose. The 


_inspiration and enthusiasm gained for hospital 


work through the contact of our sectional officers 
with the American Hospital Association at these 
annual conferences is of untold value and the 
sectional officers and delegates are better able to 
inspire their respective groups after attending a 
live and enthusiastic convention or conference. 


Our Association Magazine 


We should not overlook an opportunity to men- 
tion our official periodical, HOSPITALS.  Par- 
ticularly, those of use who patiently watched the 
unfolding of plans for its establishment are grati- 
fied at its steady growth and development in the 
three years of its existence. From the beginning 
there was no doubt in the minds of those who pro- 
posed and fostered this project but that it would 
meet with the favor which it enjoys among our 
membership. At the outset it was characterized 
by general approval and regard on the part of 
its readers and its position today among profes- 
sional periodicals should be a source of pride to 
every member of the Association. The editor and 
the editorial board are to be highly commended 
for its rapid and substantial growth. HOSPI- 
TALS can be developed into a substantial source 
of revenue for the Association. Opportunities in 
this direction should not be overlooked by our 
Board of Trustees. . 


Propriety ordinarily forbids much personal ref- 
erence on such occasions, but I hope I may be 
pardoned for a moment as I mention a few per- 
sonal facts and observations which I hope will 
not be considered bold and improper. The past 
year has been filled with pleasant and interest- 
ing personal experiences as well as important 
tasks demanding earnest endeavor. I once heard 
one of my predecessors say, that the president 
was more or less a “figure-head,” and again I 
have heard others commiserate their successors. 
The president may be regarded as having nomi- 
nal responsibility at times, but on the other hand, 
the office does carry obligations which require an 
extraordinary amount of time and effort in per- 
forming the tasks which revolve about the presi- 
dency. 


The respectful regard and esteem shown on all 
sides for this high office has been a source of 
satisfaction. It has been recompense for the toil 
and sacrifice involved. For the individual whose 
own job calls for about all the energy and atten- 
tion at one’s disposal, the presidency requires 
serious application to double duty. I want to 
indicate now my appreciation for the allowances 
made, as well as the patient attitude taken by the 
superior officers and colleagues in my own insti- 
tution during the past year. 
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There has been no intention to establish new 
records nor are there any apologies to offer for 
what may appear to be a lack of achievement 
during the year. The brief tenure affords little 
opportunity for a continuous policy of presiden- 
tial leadership and means that it is necessary to 
rely largely upon the steady guiding hand of our 
Executive Secretary for stable and constant man- 
agement and for progressive accomplishment. 


The chairmanship of the coordinating commit- 
tee imposes considerable responsibility upon the 
president. The reports, transactions, and corre- 
spondence from this source, together with those 
matters pertaining to the general affairs of the 
Association, involves almost daily correspondence. 
The able services of the Assistant to the Execu- 
tive Secretary, as secretary of the coordinating 
committee, which were provided about mid-year, 
has done much to relieve the president of details 
in the handling of council matters. It is quite 
essential to have secretarial assistance on a full- 
time basis for carrying on the work of the co- 
ordinating committee, and as matters develop for 
enlarging the working program of the Associa- 
tion, the services of a full-time person in this 
position should be provided. 


The calls made upon the president by the vari- 
ous sectional associations for attendance at an- 
nual meetings, and other special events, have rep- 
resented a major task. Virtually all associations 
asked for official American Hospital Association 
representation. The willingness of the Executive 
Secretary to aid in this activity is much appre- 
ciated and this assistance was necessary in order 
to answer the requirements for Association rep- 
resentation at these meetings. 


Anyone with a disinclination for travel would 
find the presidency a burdensome task and, too, 
the individual with a proclivity for touring the 
country, is likely to find a travel schedule which 
would carry him well beyond the point of satiety. 
Your president has found these meetings a most 
delightful experience. The fellowship and per- 
sonal contacts offered by these visits more than 
compensated for any hardships of travel and the 
irksome tasks of preparing addresses for thirty- 
eight scheduled appearances, including twenty- 
three banquets, luncheons, and radio broadcasts. 
These fellowships with other evidence of frater- 
nal courtesy and friendly interest, and particu- 
larly the new acquaintances made, have been a 
source of memorable pleasure and enjoyment. 
The privilege of personally greeting and having 
intimate council with so large a number of the 
leaders in the hospital field has been an influence 
and an inspiration of remarkable force which 
counter-balances the monotony which one might 
be expected to experience in forty thousand miles 
of travel. Such extensive travel from north to 
south and from coast to coast (one week on the 
west coast and the next on the east, which was 
the experience in March), with its opportunity 
for a first-hand study of hospital conditions, in- 
stills a most wholesome regard for the hospital 
as a vital force in public affairs. These facts 
have been enumerated not only as an account of 
stewardship, but to help you better to appreciate 
the requirements of this office. 


In closing, I want to thank every one of you 
for the confidence and the support you have given 
the Association. I shall always cherish in mem- 
ory the experiences of this presidential year as 
perhaps the most eventful in my life. 
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The National Health Conference 
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individual and social, as they affect the 

individual himself and as they affect so- 
ciety in general. Neither may be stressed to the 
detriment of the other, each is partial, man’s 
nature demands both. If all of the emphasis is 
placed on individualism, we have the survival of 
the fittest, the evils of unrestrained capitalism. 
If only the social aspect is considered, we plunge 
into socialism with the tyranny of the proletariat. 


A LL OUR relations have a twofold aspect, 


In our generation, like a great ground swell 
from the consciousness of the common people 
there arises a protest against the traditional indi- 
vidualism of medicine and hospitalization. The 
human mind thinks in terms of social action when 
individual action becomes too burdensome. 


Our hospitals were first to appreciate their 
social responsibilities. They began the education 
of nurses and doctors who were to serve the gen- 
eral public outside the hospital. They accepted 
their position as public health centers from which 
radiated all of the benefits to the people in out- 
patient departments, medical social service, pre- 
natal clinics, child welfare work, and popular 
instruction in preventive medicine and health 
measures for the general public. 


Hospitals might well be expected to cooperate 
in any forward looking movement for the welfare 
of the people, that is their position throughout 
their history. In so far as this is the general 
objective there is no hesitancy. There is a proper 
discussion concerning ways and means, concern- 
ing agencies and methods. 


For the care of their seriously ill, the American 
people are accustomed to turn to their hospitals, 
built and in large part maintained by private 
donations or local tax funds. 


The depression affected the normal hospital 
financing so seriously that relief funds were neces- 
sary to continue their operation at near capacity 
and to take care of the greatly increased number 
of free cases. At the beginning of the Federal 
Relief Program, a joint committee of the three 
national hospital associations tried, unsuccess- 
fully, to interest the government in the care of 
the indigent sick who required hospitalization, 
particularly their own relief clients. More than 
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100,000 beds were empty and available and only 
the financing of them was needed. Within thirty 
miles of the empty beds 98.5 per cent of the 
people were located. In 1937 the number of empty 
beds in all hospitals rose to 180,000. During the 
last five years, with proper organization and 
utilization of modern transportation and with suf- 
ficient funds from taxes or private charity to pay 
for their care approximately 25 million patients 
could have been given hospital care and much of 
the neglect emphasized by the Technical Com- 
mittee of the Interdepartmental Committee would 
not have occurred, and it would not have been so 
easy to create the impression that the hospital 
facilities of the country were so woefully lacking. 


Any sincere movement to improve the health 
of the people necessarily meets its most enthusi- 
astic reception in that group of men and women 
who have dedicated their lives to the care of the 
sick. This group comprises the 750,000 doctors, 
nurses, administrators, Sisters, and trained per- 
sonnel in our almost 7,000 hospitals; the 135,000 
practicing physicians; and the still larger number 
of graduate nurses. 


This army of inspired workers has led the 
health efforts of our people to the extent that no 
other nation has medical care and hospital service 
comparable to ours. Under the guidance of their 
traditional and accepted leaders the American 
people spent approximately $600,000 a day for 
ten years before the depression for new hospital 
facilities, besides $750,000,000 a year spent on 
operating expenses. For almost thirty years they 
have built almost 30,000 beds a year. They have 
amassed a capital investment of more than $35.00 
for every man, woman, and child under the 
American flag. 


Some of these institutions, particularly in the 
large cities, have been built by local tax funds, 
but the great majority of them have been built by 
voluntary contributions. There are almost 700 
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Catholic Sisters’ hospitals; Protestant Church 
organizations are responsible for about 300; the 
Jewish people have built many excellent hospitals; 
and fraternal organizations have many special 
hospitals and sanitariums to their credit. 


Hospitalization is one of our greatest achieve- 
ments. It is one of the finest expressions of our 
public spirit. Side by side with our educational 
and religious institutions the hospitals bear a rela- 
tion to both; they educate doctors and nurses and 
they offer a vocation to those whose services are 
inspired by the highest motives. In the forefront 
in the world’s progress in scientific and profes- 
sional lines our hospitals are distinctive because 
of the quality of care given to the indigent as well 
as the self-supporting. 


It might well be expected that the representa- 
tives of these institutions would be invited in 
large number to the conference which proposed 
to build more hospitals. 


General Recommendations Presented by the 
Technical Committee of the National 
Health Conference 


There were five general recommendations pre- 
sented by the Technical Committee at the Na- 
tional Health Conference: 


1 Extension of public health services and of 
services for maternity care and child health 


2 Federal grants in aid to the states for con- 
struction of needed hospitals 


3 Federal grants in aid to the states for the 
care of the medically needy in and outside of 
hospitals 


4 Federal aid to the states for a state estab- 
lished system of medical care, supported by 
health insurance contributions or by taxa- 
tions or by both 


5 A system of compensation for loss of wages 
of employed persons because of sickness 


While all of these recommendations affect hos- 
pitals in one degree or another, No. 2 and No. 3 
concern them especially. No. 2 is based on esti- 
mates that during the next ten years about 
360,000 beds need to be added to the general and 
special hospitals in the United States and proposed 
Federal grants in aid to the states averaging 
about $50,000,000 a year for assisting the needed 
construction. A special division of this program 
would be in the rural areas for which it is esti- 
mated that during the ten year period 500 hospi- 
tals of 30 to 60 bed capacity need to be built in 
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rural and sparsely settled areas and about 500 
health and diagnostic centers to be built in areas 
which could not sustain hospitals. 


Estimating the Needs for Hospital Beds 


Confusion is caused by grouping in the report 
of general, special, mental, and tuberculosis hospi- 
tals in the one computation of the expected needs 
for the next decade which, according to the report, 
would require the construction for 400,000 more 
beds. The program of rural hospital building out- 
lined in the report suggests the building of 500 
hospitals of 30-60 bed capacity. If all of these 
new government hospitals were of the maximum 
capacity of 60 beds all of the 500 would only give 
30,000 of the 400,000 needed beds. 


Further confusion concerning these recommen- 
dations arises. The areas adjacent to the areas 
having hospitals are to have health centers. The 
regions in sparsely settled regions are to have 
hospitals. From the preceding paragraphs of the 
report it would seem that these regions are the 
1,300 counties in the United States having “no 
registered hospital” but which according to the 
report have 15 per cent of the population. 


The confusion is increased by the statement 
that “special surveys would have to be made to 
determine which of these counties are adequately 
served by hospitals in adjacent counties and which 
need additional facilities.” It might be inferred 
that such surveys had not been made by the ex- 
perts of the Technical Committee and that they 
did not have the necessary information in this 
point, as the report says “Special surveys would 
have to be made.” Yet without this information 
the report proceeds to announce that 500 health 
centers would have to be built and 500 hospitals 
would have to be built in “rural and sparsely set- 
tled regions.” 


The representatives of the American Medical 
Association used the same unit, the county, and 
arrived at absolutely contradictory conclusions 
concerning the need for new hospitals in rural 
areas. Any formula that admits of such violently 
opposite interpretations is self-evidently unsatis- 
factory. 


Unit of Estimating Needs 


One of the most acrimonious discussions of the 
Conference centered around this use of the county 
as the unit of estimating the need for 500 more 
hospitals to be built by the government. 


In this connection it is interesting to note that 
in all statements concerning payments “grant-in- 
aid” by the government there is no mention of 
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the county, or of the government dealing with 
the county. The Federal Government deals with 
the states directly, and only through them with 
counties and cities. But the Committee continued 
to use the county as the unit of planning if not 
the unit of paying. 


In the heat of the controversy it seems not to 
have occurred to anyone that the use of this 
wooden yardstick—the county, instead of consid- 
ering the facts of population grouping, is just 
about as archaic a bit of philosophy as could be 
applied to a modern social problem. The county 
still retains something of its political attractive- 
ness because of tax traditions, but it now has 
very, very few social implications. As a matter of 
fact, its chief consideration is historical. It was 
a conveniently small unit of government in the 
good old horse and buggy days, when the farmer 
could drive over to the county seat and pay his 
taxes and drive home again the same day. 


In public education we got away from the 
county as a unit by establishing the school dis- 
trict. In the same progressing spirit we did away 
with the “little-red-school-house.” Now shall we 
ask time in its flight to turn backward and begin 
filling the land with “little-red-school-house” hos- 
pitals? Great fleets of buses bring our children 
to the centralized school; cannot our modern luxu- 
rious ambulances travel the same fine highways 
as our school buses, and bring patients to the cen- 
tralized hospitals ? 


This is what the new progressive nations are 
doing. Australia with her system of excellent 
care for all her people brings her seriously sick 
in from the outlying districts to completely 
equipped, large, centrally located hospitals. Our 
neighbor to the north—Canada, supplements her 
ambulance service with 50 plane ambulances. 
Some of our progressing states could show the 
Federal government a good example of modern 
methods. The twenty ambulances of the Univer- 
sity of Iowa Hospitals transport patients to and 
from each of the 99 counties of the state three 
times a week. 


The Division 3 of the program proposed by the 
Technical Committee included grants made by the 
Federal Government to aid the states and local- 
ities in caring for the medically needy; that is, 
for medical relief in homes and for ambulatory 
patients as well as in hospitals. 


The effect of this recommendation, if actually 
carried out, would be to add to the tax funds now 
used in many localities and by some states to care 
for public charges in voluntary hospitals. The 
Technical Committee stated explicitly that volun- 
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tary hospitals would be recognized as well as gov- 
ernmental. If the Federal funds were distributed 
to states and local governments on a fair basis 
without any unreasonable interference with locali- 
ties, a very important addition would be made to 
the resources for caring for people in hospitals 
who cannot pay their way. 


Another source of confusion was the stagger- 
ing figures presented to show the loss of wages 
due to sickness, all of which presupposed that the 
sick people had jobs before they got sick and that 
they would have been working all of the time if 
they had not been sick, which unfortunately is 
not the case when we have between 12 and 15 
million unemployed. The estimate of the loss of 
future wages due to sickness is even more ap- 
palling, but less convincing, because of the many 
elements, social, mechanical, political, and other- 
wise that may affect employment. 


“Conference” a Misnomer 


The greatest confusion was the name itself. It 
was called a conference when in reality it seemed 
to be a rally for the social security program. It 
was a get-together of pep talkers; a propaganda 
meeting to put over a program that had already 
been decided on. As the editor of Life, who was 
present, put it “The chairman considered the con- 
ference a success because it brought together all 
of the pressure groups who will be expected to 
put over the program in the next session of 
Congress.” 


By far the largest group present was the propa- 
ganda organizations, League of Women’s Voters, 
Consumers League, Parent-Teacher Association, 
etc.; then came the farm, labor and education 
groups, government employees, editors, doctors, 
and finally the smallest group—the hospital repre- 
sentatives. 


Dr. Hugh Cabot, after remarking that the prac- 
tice of medicine in certain places in this country 
was “mediaeval” described the situation by saying 
that “this is a consumers convention” bringing out 
that the farm, labor, education, vote-getting 
groups were the consumers of the commodity 
which the hospitals produce. 


One of the outstanding features of the con- 
sumers’ attitude, as expressed by those who had 
been invited to speak for them, was that they did 
not want to pay for medical and hospital care. 
This was to be furnished to those earning $5,000 
per year or less, without “any income test” as 
they said. This would include more than 95 per 
cent of the people. So it is not only a question of 
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taking care of the indigent, and the medically 
indigent, but practically all of the people as well, 
giving them free medical and hospital care, and 
paying them their wages while they are sick. 


All of the representatives of the consumers dis- 
counted the possibilities of voluntary group insur- 
ance and insisted that only compulsory health 
insurance on a nation wide basis could solve the 
problem. 


In summary: 


1 The first thing emphasized by the Conference 
was that the old philosophy of general wel- 
fare, responsible for the development of pri- 
vate agencies, seems not to be in harmony 
with the newer social concept which gives 
scant recognition to the extent or the excel- 
lence of the work done by these agencies. 


2 The second thing is that the Nation’s health 
is a Federal problem that must be planned, 
supervised, and in part supported by the Fed- 
eral Government. Existing agencies, public 
and private, may be fitted into this Federal 
program. 


3 The third point was that the economic side 
of illness alone was considered, to the exclu- 
sion of the traditional, the personal, social, 
and religious implications. 


Conclusion 


In conclusion, permit me to make the following 
observation: The attitude of the people is a most 
important consideration in solving the problem of 
building new hospitals. True, a few of them may 
be necessary—an accurate survey will show where 
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they are really needed, but individual private 
transportation over an ever increasing network of 
good roads has changed the habits of our rural 
population. The isolation of the farmer, indi- 
vidual and social, has disappeared with the march 
of progress. The farmer and the small town folks 
now drive into the city for their recreations, their 
shopping, their medical and hospital service. They 
want the best the city can give them. 


The government may build a lot of cross roads 
hospitals but it will have a hard time getting the 
people to go to them. We cannot ignore the habits 
of our rural population nor their social develop- 
ment. We should not attempt to bring little hos- 
pitals to the scattered population but rather bring 
these people to the much better established medi- 
cal centers. We should organize our transporta- 
tion for the utilization of the excellent facilities 
now available. Ambulances are cheaper than 
buildings. We should not take the Federal funds 
that ought to go to special disease care, research, 
mental and tuberculosis hospitals, public health 
work, maternal and child welfare. 


Let us put the American workingmen on a self- 
supporting basis by the development of our volun- 
tary insurance plans for hospital care. 


Let us mobilize the 750,000 trained workers we 
have in our present hospitals for the care of the 
sick. 


Let us fill the 180,000 empty beds—an executive 
order from Washington to pay for the indigents 
would do that. 


Let us make the first real contribution to the 
general welfare as the result of the National 
Health Conference. 
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Recommendation to the House of Delegates 
on the Extension of Hospital Service 


Principles of Relationship Between Approved Hospital Service Associations and 
the Medical Profession in Proposals to Provide Medical Service on an 
Insurance Basis to Hospital Patients of Limited Income 


@ With more than 2,000,000 subscribers enrolled, and with membership increasing at the rate of 
more than one million per year, hospital service plans approved by the American Hospital 
Association are not only helping patients to pay their hospital bills, but are also contributing 
indirectly to the preservation of private medical practice in hospitals. 


@ The prevalent restriction of these plans to semi-private hospital service, and the omission of any 
provision for physicians’ fees in hospital cases, have placed non-profit hospital care insurance be- 
yond the reach of many employed workers of limited income. 


@ There is a strong demand on the part of low income groups for the creation of hospital service 
plans adapted to their means. Medical societies are now studying, and in some cases are pre- 
paring to sponsor, group payment plans to cover medical fees of patients of limited means. If 
these efforts are successful, they will reclaim for private medical practice a segment of medical 
service in hospitals even larger than that which is protected by existing hospital care insurance 
plans. 


@ The American Hospital Association believes that efforts by the local medical profession to extend 
the voluntary insurance principles to medical fees in hospital practice can be assisted by coopera- 
tion with approved hospital care insurance plans. Approved plans are urged to offer their coopera- 
tion and assistance to this end. Joint efforts will make hospital care available to millions of persons 
of limited means, who in this manner would pay for both hospital care and medical treatment in 
hospitals. 


@ The American Hospital Association is prepared to approve periodic payment plans for hospital 
care and medical service in hospitals which are also approved by the local medical profession 
and which conform to the following principles: 


1. Sponsorship and control by non-profit organizations, representatives of hospitals, the 
medical profession, and the public 


2 Free choice of physician and free choice of hospital consistent with existing relations 
between approved hospitals and their physicians 


3 Financial soundness and adequate accounting 
4 Equitable payments to physicians and to hospitals 


5 Separate finances and reserves for hospital care and for medical services of attending 
physicians - 


6 Hospital and medical service benefits determined by hospitals and the local profession 
7 Dignified promotion and administration 


@ The American Medical Association is invited to confer with the American Hospital Association 
regarding these and related problems with a view to harmonious joint action in the public interest. 
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The Place of the Hospitals in the National 
Health Program 


@ The American people—as a public policy—have developed a system of general hospitals, both 
voluntary and tax-supported, to care for, without discrimination, the self-supporting and the 
medically indigent. 


@ Appreciation of the extent and excellence of present hospitals must be a foundation on which 
to build a national program of hospital service; its development must safeguard their interests and 
seriously consider the effect of the extension of governmental activity in the form of grants-in-aid 
for service or new construction on the future of these institutions and especially the effect on the 
generous impulses of private philanthropy that have made most of them possible and which must not 
be considered as exhausted. 


@ The hospitals must continue to cooperate with the physicians who assume the personal pro- 
fessional responsibility for the care of the patient. To fulfill the purpose for which they were estab- 
lished, hospitals must continue to give a large part of the care of the needy. A public service is 
a public trust. The public service of hospitals could be enlarged by governmental aid. 


@ The need is generally recognized for providing additional clinical and special hospital facilities 
for patients with mental disease, tuberculosis, and cancer, the extension of public health work, 
maternity care, child welfare, medical research, hospitalization of old-age beneficiaries, and the 
care of chronic invalids. 


@ With regard to general hospitals, the fact that approximately one-third of all of their beds, on 
an average, are unoccupied indicates caution in the addition of new facilities. There is a question 
as to how far existing defects in the distribution of general hospital facilities, especially in rural 
areas, should be corrected by the building of new hospitals, by reorganization or enlargement of 
existing hospitals, and by improved transportation. 


@ The American Hospital Association believes that new hospitals should be built in rural and 
urban areas only after accurate, impartial surveys of population grouping, accessibility of exist- 
ing hospital facilities, transportation, and availability of professional personnel, and economic 
resources show that new institutions are needed and that they could be maintained according to 
good professional and financial standards. 


@ These principles should guide federal grants whether part of the national health program or 
the public works and relief projects. 


@ Our Association is on record in favor of the use of tax funds to reimburse hospitals for the care 
of the medically indigent. The proposal of the federal government to appropriate such funds 
would aid many states and localities to provide more adequately through the hospitals for the needs 
of their people. 


@The American Hospital Association approved the principle of hospital care insurance in 1933 
and has since assisted by advice and guidance in the development of non-profit community-wide 
hospital insurance plans now increasing at the rate of a million new subscribers per year. The 
recent endorsement of the American Medical Association has encouraged this movement. The 
growth of these plans should enable a majority of our employed people to meet the cost of hospital 
care on a voluntary basis. 


@ The American Hospital Association accepts most cordially the suggestion of the Interdepart- 
mental Committee, through its spokesman, Arthur J. Altmeyer, addressing the annual Conven- 
tion at Dallas, that the Association appoint representatives to confer and cooperate with their 
Committee with the assurance that such cooperation would be appreciated and utilized. 
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Relation of Hospital Service to a National 
Health Program 


ARTHUR J. ALTMEYER 


tion in furnishing many kinds of health 

and sickness services, and the outlook is 
clear that their importance will increase. I am 
glad to have an opportunity to speak at this an- 
nual meeting of the American Hospital Associa- 
tion. The occasion permits me to discuss with 
the members of this Association the relation of 
hospital service to a national health program. 


{tion inf already occupy a central posi- 


It is safe to venture the opinion that some pro- 
gram for the improvement of health services on 
a national scale will be worked out within the next 
few years. The major needs are now known and 
various ways in which they can be met are under 
discussion. No one can predict what detailed 
plans will be formulated; these plans will be laid 
down by the people of this country through their 
local, state, and federal governments, with the 
assistance of many publi¢ organizations. This 
afternoon, I want to review for you the program 
which was discussed at the National Health Con- 
ference in July, considering especially the rela- 
tions of hospital service to national health needs. 


By way of background, let us remind you that 
in August, 1935, President Roosevelt, recogniz- 
ing the need to provide for better coordination of 
the health and welfare activities of the Federal 
Government, created the Interdepartmental Com- 
mittee to Coordinate Health and Welfare Activ- 
ities. The Chairman is Josephine Roche, former 
Assistant Secretary of the Treasury. The other 
members are the Assistant Secretaries of Interior, 
Agriculture, and Labor, and myself. The Inter- 
departmental Committee appointed a Technical 
Committee on Medical Care to study and make 
recommendations concerning the health and wel- 
fare activities of the Government. The members 
of the Technical Committee are representatives 
from the United States Children’s Bureau, the 
United States Public Health Service, and the So- 
cial Security Board. 


This Technical Committee made a careful study 
of the situation and, in February, 1938, presented 
a report to the Interdepartmental Committee. I 
will not take your time to review the detailed evi- 
dence, accumulated by the Technical Committee, 
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which shows that “As a nation, we are doing 
vastly less to prevent suffering and to conserve 
health and vitality than we know how to do 
through tried and tested methods.” The Tech- 
nical Committee concluded from its study that 
“systematic warfare against disease on a broad 
front is long overdue [and that] there is need 
and occasion now for the development of a na- 
tional health program.” 


The Technical Committee’s report on the ‘““Need 
for a National Health Program’ was presented 
to President Roosevelt on February 14, 1938. On 
the suggestion of the President, Miss Roche, 
Chairman of the Interdepartmental Committee, 
called a National Health Conference in Washing- 
ton in July to analyze the problems and to discuss 
the recommendations of the Technical Committee. 
This conference was attended by about 175 per- 
sons—representatives of public health, medicine, 
dentistry, nursing, pharmacy, hospitals, medical 
schools; representatives of industry, labor, agri- 
culture, social work, education, the press, and the 
radio; economists, lawyers, and other professional 
laymen; representatives of relief and low-income 
groups particularly concerned with the provision 
of medical care; representatives of municipal, 
county, state, and federal health and welfare 
agencies; and by many others who are especially 
concerned with the health and welfare of the 
nation. 


I shall not attempt to give you a detailed ac- 
count of the reports submitted to the conference 
or of the valuable discussions which followed. 
However, a brief outline of the recommendations 
will give you, at the outset, a picture of how the 
hospital programs fit into a general program for 
a coordinated attack on national health problems. 


The Technical Committee’s Recommendations 


The Technical Committee presented five recom- 
mendations for discussion. And let me emphasize 
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that these were recommendations only. The dele- 
gates to the Conference were asked to participate 
upon the understanding that no resolutions would 
be passed and no specific program voted upon. 
Such steps will come later, when and if the public 
so desires. 


The first recommendation was that the exist- 
ing Federal-State cooperative program for gen- 
eral public health services and for maternal and 
child health services, both recently strengthened 
under the Social Security Act, be further ex- 
tended through enlarged grants-in-aid to the 
States. 


The second recommendation was concerned 
with Federal grants-in-aid for the construction of 
needed hospitals, and since I wish to discuss this 
section particularly, I shall pass over it for the 
moment until I have stated the three remaining 
proposals. 


The third recommendation called for Federal 
grants-in-aid to the states to help them meet the 
costs of a medical-care program for recipients of 
relief or public assistance and for other persons 
with low incomes who are able to meet the ordi- 
nary costs of living but not the extraordinary 
costs of illness. 


The fourth recommendation was presented as 
complementary to the third and called for grants- 
in-aid to states to enable them to set up a general 
program of medical care, either by the use of 
taxation, or by state health insurance programs, 
or by a combination of the two. 


The fifth recommendation proposed that Fed- 
eral action be taken toward the development of 
disability compensation—that is, benefit payments 
to insured workers who are temporarily or per- 
manently disabled. This recommendation con- 
templates insurance against loss of wages on ac- 
count of disability. 


Each of the five recommendations involves hos- 
pitals and hospital care. In the first recommenda- 
tion, general and special hospitals are greatly con- 
cerned with the expansion of public health and 
of maternity and child health services. In the 
second, the construction of needed hospitals is 
proposed. In the third, the provision of funds to 
pay for hospital services furnished to needy and 
to medically needy persons is vital. In the fourth, 
the program is directed toward enabling self-sus- 
taining persons as well as needy persons to meet 
the costs of hospital and other services. The fifth 
recommendation, dealing with assurance of in- 
come to disabled workers, involves indirectly the 
ability of those above the lowest income groups 
to pay for hospital care. 
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Time will not permit me to discuss all of these 
topics with you, nor am I qualified to discuss their 
more technical aspects. I do want, however, to 
outline the main objectives toward which the In- 
terdepartmental Committee is working and to 
suggest some basic considerations which I be- 
lieve you should have in mind when you examine 
our Technical Committee’s recommendations. 


Expansion of Hospital Facilities 


I have no doubt many wonder why a program 
for new hospitals should be under consideration. 
They have their attention focussed on the ade- 
quacy of hospital facilities in their own communi- 
ties and are thinking of hospital beds that are 
not being used. Let me at once set their minds 
at rest on these points. No responsible person 
proposes the construction of new hospitals where 
there is now an adequate supply; no responsible 
person proposes adding to the number of unoc- 
cupied beds. However, there are communities 
without hospitals or with inadequate facilities. 
And I would emphasize—what you all know— 
not only that beds are sometimes empty because 
there are too many in the community, but also 
that beds are empty because those who should be 
in them cannot afford to pay for hospitalization 
and are not willing to receive charity care, and 
there is little or no provision for free or part-pay 
care. In a sense, the members of this Associa- 
tion represent the “haven” of the hospital world; 
they are hospital officers and administrators and 
represent communities which have hospitals. I 
take it there are very few in this ‘Association who 
represent the needed hospitals that have not been 
been built or the communities that are without 
any hospitals. We must keep both situations in 
mind if we are to serve the nation’s needs. 


The Technical Committee reviewed the hos- 
pital facilities of the United States. It found 
that we may be justly proud of these facilities— 
their number, their public support, the services 
they render and the functions which they serve. 
It is notable that—as you all know—a majority 
of these hospitals have been created by voluntary 
effort. But the Technical Committee also found 
any inadequacies in our hospital facilities—in 
terms of number, location, completeness of serv- 
ice, adequacy of financial support, and ability to 
meet public need. 


Standards of Service Must Be Both Quantitative 
and Qualitative 


What are the standards of adequacy of hospital 
service? Those standards must, of course, be 
both quantitative and qualitative. To the quality 
of care, I will refer later. Quantitative standards 
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generally used have been in terms of number of 
hospital beds per thousand population. The Tech- 
nical Committee recognized that standards of this 
kind are useful to judge the sufficiency of hos- 
pital facilities (not hospital services) over a large 
area such as a state or region; the committee did 
not intend that such standards would alone de- 
termine the need for a new hospital or for addi- 
tion of beds in existing hospitals in any particular 
community or county. 


The Technical Committee used the accepted 
professional standards of 4.5 general hospital 
beds per 1,000 persons; two tuberculosis beds per 
death from tuberculosis; 4.8 mental disease beds 
per 1,000 persons. Present deficiencies in num- 
ber of beds were then estimated, state by state. 


Recognizing that there has been a growth in 
demand for hospital services more rapid than the 
growth in population, the Committee considered 
that hospital construction should keep pace with 
population and with the increasing demands of 
physicians and of the population for hospital care. 
The needed expansion to meet these factors is 
offset somewhat by expected reductions in sick- 
ness rates from some diseases. 


The Technical Committee estimated that within 
the next ten years, about 360,000 additional hos- 
pital beds will be needed, including those in gen- 
eral tuberculosis, and mental disease hospitals. 
These beds must be located where they are needed, 
having special regard for type of hospital. The 
committee recommended that the Federal Govern- 
mext spend about $50,000,000 a year over the 
next ten years in the form of grants-in-aid to the 
states for a hospital construction program to meet 
these needs. It is believed that the Federal grants- 
in-aid should, on the average, be equivalent to 
fifty per cent of the construction costs but should 
be made on a basis of variable grants, giving a 
larger proportion of the total cost where the need 
for such financial aid is greatest. 


It should be pointed out that during the period 
1923-1928, capital investment in hospital con- 
struction, including only small amounts from 
Federal funds for Federal institutions themselves, 
amounted to about $200,000,000 annually, but that 
during the period 1932-1936 the annual invest- 
ment was reduced to about $50,000,000, and a 
large part of this came from P.W.A. funds. The 
construction during the depression period and 
the aid from Federal funds during these years 
have been slight in the more needy areas. The 
Technical Committee’s proposals are designed not 
to substitute Federal funds for funds from vol- 
untary, state and local governmental sources; all 
these should continue to build hospitals. The 
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Federal grants are intended to assist particularly 
in the construction of hospitals in those areas and 
communities which experience has shown have 
not been able to bear the costs of meeting their 
hospital needs. 


I need not remind you, who are devoting your 
lives to providing and improving hospital care 
that a community needs more than a hospital 
building and modern equipment. Without an ade- 
quate and well-organized medical staff, without 
sufficient funds for current upkeep, the best hos- 
pital building is still not really a hospital. Since 
most of the new hospitals contemplated under the 
grants-in-aid plan would be built in communities 
with limited financial resources, these communi- 
ties might experience difficulty at the start in 
taking over the entire operating costs. The Tech- 
nical Committee, therefore, proposed that addi- 
tional Federal grants-in-aid be provided for the 
maintenance of these new facilities for the first 
three years of their operation. These recom- 
mended temporary maintenance grants were com- 
puted on a basis of $300 per bed per annum for 
general and tuberculosis hospitals and $150 for 
mental disease institutions. The aggregate of 
these temporary grants for the nation as a whole 
should not exceed fifty per cent of the actual pa- 
tient-day costs. It was contemplated that these 
grants would decrease ‘in size each year and would 
cease at the end of the third year. The maximum 
total cost to the Federal Government for this par- 
ticular form of aid would be about $175,000,000, 
distributed over a period of years beginning when 
the first hospital constructed under this program 
has been finished and terminating three years 
after the last hospital had been completed. 


_ The building program envisaged by the Com- 
mittee also calls for increased facilities in out- 
patient departments, the modernization and ex- 
pansion of existing institutions, and the estab- 
lishments of small hospitals and health centers in 
rural areas so thinly populated as not to justify 
the building of a large institution yet greatly in 
need of facilities for diagnosis and for routine 
care. 


This program may seem very imposing. While 
it is true that the sums of money involved are 
large, the problem is also large. The hospitals 
of the United States already represent a capital 
investment of over three billion dollars and the 
recommended expansion represents not a schedule 
for immediate action, but a 10-year goal. 


The expenditure suggested would cover hos- 
pital construction only where there is clear need. 
States and localities, obviously, must make their 
own surveys to determine where the greatest 
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need exists. The needs of each locality must be 
studied; the availability of physicians, community 
customs regarding the use of hospitals, topogra- 
phy, climate, and condition of roads must all be 
taken into account. Our Technical Committee 
has not urged a hospital in every county; it has, 
however, recommended the construction of new 
publicly owned hospital facilities adequate to meet 
the needs only where the facilities of a commu- 
nity or of an area are inadequate. 


The fear has been expressed that the avail- 
ability of Federal grants-in-aid would encourage 
hospital construction where none is really needed. 
But it should be noted that the recommended pro- 
gram contains financial restraints for any state 
or local community which might be tempted to 
indulge in extravagance. One-half the capital 
funds, on the average, would come from state and 
local sources; and the costs of continued mainte- 
nance, except for the special, decreasing 3-year 
grants, would be state and local. With these rea- 
sonable limitations in mind, the program would 
seem to be adequately safeguarded. 


There seems also to be some anxiety that the 
proposed Federal grants would weaken or de- 
stroy the voluntary hospitals and substitute gov- 
ernmental institutions. There is no such inten- 
tion nor would such a policy be sound. Volun- 
tary institutions now provide a large majority 
of available facilities for general hospital care, 
and in most of our communities there are no gov- 
ernmental general hospitals. Anyone who pro- 
posed duplicating voluntary hospitals wherever 
they are adequate, quantitatively and qualita- 
tively, by the construction of new governmental 
hospitals in the same community would be guilty 
of a grevious error in judgment and understand- 
ing. Instead of encouraging such duplication, the 
Committee’s recommendations would, on the con- 
trary, help fill empty beds in existing hospitals 
through grants-in-aid for the hospital care of per- 
sons unable to pay. This part of the program I 
shall discuss later. 


At the National Health Conference, one speaker 
quoted figures which seemed to challenge the 
Technical Committee’s statistics on the inade- 
quacy of hospital facilities. He cited a report 
from the Council on Medical Education and Hos- 
pitals of the American Medical Association, which 
has since been made public, and which declares 
that all but 1.5 per cent of the population live 
within 30 miles of a hospital and, presumably, 
need no additional facilities. 


These figures appeared on the surface to be at 
variance with the data which the Technical Com- 
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mittee had prepared from available sources, espe- 
cially the list of registered hospitals of the Ameri- 
can Medical Association. However, an analysis 
of the report of the Council on Medical Education 
and Hospitals shows that not only the registered 
hospitals but also over 2,000 “unclassified” non- 
registered hospitals were included in its hospital 
maps. As you know, a large proportion of these 
non-registered institutions are very small and of 
limited usefulness. Furthermore, living within 
30 miles of a hospital, or living in a county some 
part of which is within 30 miles of a hospital, 
does not mean that hospital service is adequqate 
or even practically available to all the people who 
live within the 30-mile circle. At the National 
Health Conference, someone pointed out that if 
these standards were applied, New York or Chi- 
cago or San Francisco would be rated as ade- 
quately equipped with hospitals if such of these 
cities possessed one 10-bed hospital. However, 
as I previously stated, the determination of the 
adequacy of hospital service in a given commu- 
nity or county requires consideration of the type 
of hospital and the scope and quality of service 
as well as of number of beds available, and of 
the accessibility of beds to the population in terms 
of their ability to pay. 


Grants-in-aid to Support Hospital Care 


We recognize two large groups in the popula- - 
tion which cannot meet the full costs of health 
and sickness services. First, there are those who 
are receiving public assistance either as general 
or emergency unemployment relief or as a form 
of special assistance to dependent children, the 
aged, and the blind. All told, there are about 20 
million persons at the present time who are thus 
wholly or partially dependent on public assistance. 
Second, there is an additional group of about the 
same size comprising persons who are just above 
the relief level but whose incomes are so low that, 
although they can meet their usual living ex- 
penses, they cannot pay for medical care for a 
serious illness, for recurrent though not serious 
illness, or for hospitalized illness. These two 
groups, constituting a total of some 40 million 
persons or about one-third of the population, may 
be classified as the medically needy. 


When families of small means undertake to pay 
for expensive illnesses, they may exhaust meager 
savings, or go into debt, or do without essential 
food, clothing, and shelter, or make other sacri- 
fices; in the long run, these families pay too high 
a price in privation, worry and sacrifice for a 
service as necessary as medical care. And too 
many of them, from the point of view of national 
well-being, solve the problem by going without 
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needed services which practitioners and hospitals 
are able and anxious to furnish. 


In this group of forty million medically needy 
persons, which, it is to be remembered, are only 
those in the most dire financial straits and there- 
fore those most in need, the incidence of illness 
is unusually large. The needs of this group have 
outstripped the bounds of private philanthropy. 
Private hospitals, struggling to meet budget de- 
ficiencies resulting from empty beds which the 
medically needy require but for which they can- 
not pay, are in no position to offer their facilities 
without remuneration and to operate the hospitals 
with inadequate budgets. 


Persons in large urban centers are well cared 
for by comparison with the rest of the population. 
In rural areas physicians and nurses are widely 
scattered; hospital facilities are limited for both 
the rich and the poor in these communities. Coun- 
ties are frequently too poor to pay adequate fees 
or salaries for professional services or to join 
with neighboring communities in establishing 
general hospitals. Neither patients nor welfare 
officials can pay transportation charges to dis- 
tant institutions. Rural sufferers from acute or 
chronic diseases often cannot obtain the allevia- 
tion from pain or the cure of their illness which 
medical science could provide, solely because there 
is no nearby health facility or visiting nurse 
service. 


It is for these reasons that the Technical Com- 
mittee recommends that a local program be aided 
financially by State and Federal funds. 


Recommendation III (grants-in-aid to states 
toward the costs of medical care for the medically 
needy) contemplates, among other services, hos- 
pital care. This proposes that any state which 
develops a sound program should be aided by the 
Federal Government. Obviously, the state pro- 
gram must be actually administered at the state 
and local level, and the funds should be available 
for the payment of hospital costs for services fur- 
nished to persons covered by the state and local 
programs. The fear has been expressed that such 
payments would be limited to public hospitals and 
would therefore be injurious to existing hospitals. 
May I set such fears at rest by quoting the state- 
ment made on this point in the Technical Commit- 
tee’s report to the National Health Conference: 


“The use of non-governmental hospital 
beds for medically needy persons paid for on 
a proper basis by public funds, is presumed 
as a part of this program wherever local con- 
ditions render this policy necessary or ex- 
pedient. It is taken for granted that the 
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medical and allied professions and institu- 
tions will participate in the administration 
of this program as has been the case in many 
states and communities.” 


This is, of course, a matter that should be de- 
termined in the State program, but it is obvious 
that a practical program requires the use of non- 
governmental hospitals in communities where 
their use is both necessary and sound, as is al- 
ready the common practice. 


Contracts for reimbursement for service, be- 
tween hospitals and public or insurance authori- 
ties, have been growing in frequency. I know that 
they have not always been satisfactory. But I 
understand that both groups of parties to these 
contracts have been acquiring experience and skill 
in developing sound contractual relations. It 
seems to me that the outlook is increasingly good 
for hospitals, because more and more they will 
have assurance of steady and guaranteed incomes 
to support the essential services they furnish. 
Furthermore, the work of the Joint Committee 
of the American Hospital Association and the 
American Public Welfare Association on “Hos- 
pital Care for the Needy: Relations Between 
Public Authorities and Hospitals” (published in 
HOSPITALS, August, 1938) promises to place 
this whole subject on a rational and orderly basis. 


Recommendation III which I have just dis- 
cussed deals with medical services furnished to 
persons who pass a means test, whether this test 
is applied in respect to all the needs of the indi- 
vidual or only in respect to his medical needs; 
Recommendation IV deals with medical services 
furnished without a means test through a system 
of general public medical service or through an 
insurance system, or both. Obviously, the con- 
tractual relations of the hospitals with public au- 
thorities would be affected according as the one 
or the other of these complementary programs is 
adopted, but the difference is perhaps to a con- 
siderable extent one of detail. 


Finally, I want to say a few words about the 
quality of hospital care. Our Technical Commit- 
tee has quite properly devoted itself to the quan- 
titative and economic aspects of the problems in- 
volved in a national health program. This is not 
to say, however, that it has for a moment for- 
gotten or ignored the qualitative aspects. On the 
contrary, all of us subscribe to the principle that 
placing medical and hospital services on a sound 
financial basis offers new opportunities to main- 
tain and improve quality. Obviously, quality 
must depend—in a final sense—on professional 
and administrative skill. But it is often said that 
in some way arranging to pay for service will be 
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harmful to quality of care. I doubt that hospital 
administrators believe that improving the finan- 
cial support of hospitals will endanger their abil- 
ity to maintain or advance standards of service. 


Perhaps a more serious problem is the need 
to develop qualitative standards for small hos- 
pitals and health centers needed in rural and 
semi-rural areas. The success which has met the 
careful and consistent development of a few rural 
hospitals under the stimulus of private endow- 
ments and of public and professional groups, 
gives ground for believing that adequate stand- 
ards can be developed to safeguard the quality 
of services which should and can be furnished in 
these small institutions in appropriate relations 
with larger and more adequately staffed institu- 
tions in nearby communities. No one proposes 
that the small hospitals and centers that may be 
practical for rural and semi-rural areas shall be 
complete general hospitals. It should be possible, 
however, to make of them limited-purpose institu- 
tions where practitioners and health agencies can 
give more and better service than they now are 
able to give with the limited or insufficient facil- 
ities at their disposal. 


As regards qualitative standards generally, 
these can be and should be worked out in cooper- 
ation with the hospital administrators themselves, 
with the end in view of providing necessary flex- 
ibility and, at the same time, protecting ethical 
institutions from unfair competition. 


In Conclusion 


In closing, I want to commend the reports of 
our Technical Committee to you for study, dis- 
cussion, and criticism. And I want to emphasize 
that these reports are exactly what they profess 
to be—a program submitted for discussion and 
criticism. Our Technical Committee brought to- 
gether the best analysis they could make of the 
existing situation and the most appropriate rec- 
ommendations they could devise. The Interde- 
partmental Committee thought sufficiently well 
of their report to submit it to the President. He 
thought sufficiently well of it to suggest it be 
made available to the public. 


The report and its recommendations were laid 
before the few hundred people who came to the 
National Health Conference, and they are now be- 
fore the public. The American Hospital Associa- 
tion is precisely the kind of group that is both 
interested and competent to study and criticize 
and to advise on many phases of the problem. 


The need for a national health program is clear 
and unequivocal. Health and sickness needs are 
great and urgent and they must be met. How 
best they shall be met requires careful and criti- 
cal planning. Look upon the work of our Tech- 
nical Committee as a trial beginning. It is no 
finished blueprint; it is only a first sketch. I 
assure you that the Interdepartmental Committee 
will be grateful to you, collectively or individually, 
for any suggestions you can give us in helping to 
devise sound methods for bringing health services 
generally and hospital services particularly to all 
the people of the United States. 





Reuben O'Brien Retires 


Reuben O’Brien, the administrator of the Man- 
hattan Eye, Ear and Throat Hospital, New York 
City, for more than thirty-three years, has an- 
nounced his early retirement. 


Few people in the hospital administrative field 
have rendered a larger community service than 
Mr. O’Brien. Under his direction, the Manhat- 
tan institution has developed into one of the best 
of specialized hospitals in this country. In every 
forward development, not only of his hospital but 
of service in the eye, nose and throat field, he has 
been closely identified. 


Reuben O’Brien has been the counsellor and 
guide to hundreds of specialists in his field for 
more than thirty years. He has been an active 
member of the American Hospital Association 
during all of that time. His friends among the 
older men and women in the hospital field are 
without number. He can take a paternal interest 
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in hundreds of young hospital superintendents 
and medical men. He has been closely identified 
with the development of the American Hospital 
Association and has missed but few of the annual 
meetings in the past thirty years. 


Mr. O’Brien’s labors over these years, his serv- 
ices to the poor of his city, his success in main- 
taining the high standards of professional and 
administrative service in one of the country’s best 
hospitals, entitle him to the rest and relaxation 
from hard work. What he has accomplished will 
be appreciated more in the future than it was 
valued during his long tenure in office. 


In his retirement he carries with him the best 
wishes of his legion of friends in and out of the 
hospital field. His greatest enjoyments will be 
experienced when he foregathers with his old 
friends, Doctors Warren L. Babcock, Frederic A. 
Washburn, Joseph B. Howland, John M. Peters 
and others who have retired before him. 


29 








Convention Snapshots 





Jan Nalepa, Superintendent, St. Luke’s International Hos- Mr. and Mrs. DeMoss Taliaferro and their daughter, Ab- 
pital, Tokio, Japan; and Claude W. Munger, M.D., Director, igail. Mr. Taliaferro is Director of Children’s Hospital, 
St. Luke’s Hospital, New York City . Denver, Colorado 





W. Franklin Wood, M.D., Director, McLean Hospital, 

Waverly, Massachusetts; Oliver G. Pratt, Superintendent, 

Salem Hospital, Salem, Massachusetts; and James A. Ham- 

ilton, Superintendent, New Haven Hospital, New Haven, 
Connecticut 





Morris Hinenburg, M.D., Executive Director, Jewish Hos- L. C. Austin, Superintendent, Menorah Hospital, Kansas 


pital, Brooklyn; E. M. Bluestone, M.D., Director, Montefiore City, Missouri; and Basil C. MacLean, M.D., Medical Di- 
Hospital, New York City; and William B. Seltzer, Super- rector, Strong Memorial Hospital, Rochester, New York 


intendent, Bronx Hospital, Bronx, New York 
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Control of Infection in Children's Hospitals 


HUGH LESLIE MOORE, M.D. 


lem of preventing cross infections has been 

a very constant and perplexing one. Before 
the appearance of modern bacteriology and our 
knowledge of the transmission of infectious dis- 
eases, hospitals undoubtedly did more harm than 
good to their patients. It was long known that 
infectious diseases spread in crowded places, but 
until the discoveries and teachings of Pasteur, 
Kock, Semmelweiss, and others appeared, the 
reason for this was not known. Since that time, 
however, we have had a foundation on which to 
build improvements and we have come a long 
way from the early “pest houses.” Today modern 
hospitals are saving thousands of lives daily and 
the average intelligent patient knows that in the 
event of a severe sickness in his family, the hospi- 
tal is the place where the patient will have every 
help in becoming his normal self again. 


S i= the beginning of hospitals the prob- 


That is fine, and we are justified in feeling a 
certain amount of pride in this achievement, for 
we all have had something to do with its accom- 
plishment. However pride should not be too great, 


because, even though we have come a long way, . 


we still have many deaths every year that are 
due, not to the condition with which the patient 
entered the hospital, but rather to an infection 
which he acquired after he arrived. This is par- 
ticularly true of hospitals for infants and chil- 
dren. I think this is to be expected, since most 
children’s illnesses are infectious, and conse- 
quently most of the admissions to a children’s 
hospital are potential sources of infection to all 
the other patients. We feel like we know how to 
prevent such cross infections and, consequently, 
it should be possible to stop them, if we keep 
eternally watchful and see that our technique 
is carried out as it should be. In other words all 
cross infections are, in theory at least, prevent- 
able. 


Usual Modes of Spreading Infection 


Let us consider the usual modes of spreading 
infection between patients. First of all a certain 
number of these cases are due to direct contact 
between patients. This may occur in the clinic 
while the child is waiting for admission, or it 
may occur in the hospital, if the wards are open 
ones. This mode of infection is fortunately de- 
creasing. 


Improper Nursing Technique 
Undoubtedly a lot of cross infection occurs 
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because a nurse carelessly transfers pathogenic 
organisms from one patient to another. She may 
do this by carrying the organisms on her uniform, 
hands or in her upper respiratory passages. I 
believe more infections are transferred this way 
than by any other methods, mainly because 
nurses are with the patients constantly. In propor- 
tion to the amount of time spent with the patients, 
the doctors themselves are much more dangerous 
than are the nurses. This is a sad but true situa- 
tion, and doctors should be much more blamed 
than nurses, as they should realize much more 
than a young student nurse the importance of 
being careful. Doctors make the rules around a 
hospital and they expect them to apply to every 
one except themselves. This applies to almost 
all of us from the lowest and newest intern to 
the professor. I have seen more breaks in tech- 
nique by them than by nurses. And they have 
no excuse except carelessness, as they do know 
better—I hope. 


Air Borne Infections 


Undoubtedly a good many infections can be 
transferred through the air. A prime example 
of this is whooping cough. The organisms from 
this disease can be cultured from the air within 
a radius of eight or ten feet from the patient 
after a paroxysm. I believe that ordinary upper 
respiratory infections can spread almost as easily 
and I do believe such contagious diseases as 
measles and chickenpox undoubtedly at times are 
contracted in this way. 


Improper Care of Utensils 


A less frequent source of infection has been 
utensils used by two or more patients. This is 
fortunately unusual now. 


Mistaken Diagnosis on Admission 


At times an infection is started by a mistaken 
diagnosis and the admission of cases which should 
require special care and isolation to services 
where this care is not taken. I doubt if there has 
ever been a children’s hospital to which a case 
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of measles has not been admitted during the in- 
vasive stage, before the rash appears. Pertussis, 
typhoid fever and bacillary dysentery also slip in 
under some other name fairly frequently. Gor- 
orrheal vaginitis is another frequent offender. 
Less frequently other contagious diseases are also 
missed. At times children are admitted who, 
while not suffering from a contagious disease, 
may be harboring virulent organisms. This is 
particularly true of diphtheria and to a somewhat 
less extent to meningococci and others. 


Counteracting Causes and Sources of Infection 


The above has merely been an enumeration of 
the sources of infections. Now it is fitting that 
we discuss the means of counteracting these pos- 
sibilities. We will discuss the last source first 
since this possibility of infection should be cut off 
at admission when the child is first seen. First 
of all it is essential that the house staff be well 
enough trained and alert enough to be on the look- 
out for signs of any acute contagious disease. 
They should of course know Koplik spots and 
know how to find them. They should recognize a 
diphtheria membrane and know the usual rashes. 
A point should be made that, while the intern 
should be allowed as much responsibility as pos- 
sible, no case should be admitted to a children’s 
hospital without the authority of an assistant 
resident or someone higher who has had sufficient 
experience to recognize such cases. 


Cultures on Admission of Patient 


Nose and throat cultures on every admission 
and vaginal smears on all girls would rule out a 
good many carriers and numerous gonococcal 
vaginitides. To make this procedure of any value, 
it is essential that the hospital have, what we 
might term, an admitting ward or division. This 
division should consist of separate rooms, with 
but one bed to the room, where all admitted cases 
spend at least the first twenty four hours. This 
would allow time for the reports on the nose and 
throat cultures and smear and also allow a period 
of twenty four hour observation before other 
children were exposed. Many a case of measles 
has been kept out of the general ward because 
during that twenty-four hours of preliminary 
observation, Kopliks or a rash made their appear- 
ance. Of course, these rooms are kept completely 
isolated, the technique of which we will discuss 
later. The St. Louis Children’s Hospital has as 
satisfactory a set up of this kind as can be found. 


Such an admission arrangement will do its 
share of cutting down cross infections but upper 
respiratory infections, pneumonia, otitis media, 
dysentery, and the like must still be admitted to 
the wards. It is really these diseases that cause 
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over 90 per cent of all cross infections. One of 
the contagious diseases acts as its own red flag 
and every one is careful about them. A cold, 
on the other hand, is such a commonplace occur- 
rence that familiarity has bred contempt and, 
what is much worse, carelessness. 


Of course, if it were financially possible every 
patient should be in a completely separate unit 
with his own wash basins, lavatories, and uten- 
sils that would cut out at least two sources of 
infection, air borne and direct contact between 
patients. This set up, however, would cost a tre- 
mendous amount of money (a large supply of 
which no children’s hospital, I have known, has 
had) and would be difficult from the nursing 
standpoint. 


Use of Cubicles 


As the next best and only workable procedure, 
the cubicle system was started during the latter 
part of the nineteenth century and the first part 
of this one, I believe the French deserve the credit 
for developing this. In the cubicle system the large 
wards were divided up into small compartments 
of about four by six feet by metal and glass parti- 
tions. Ideally these partitions should go to the 
ceiling from the floor, but most of them do not. 
They should also have doors which remain 
closed. This ideal situation is scarcely if ever 
obtained because of the simple and very impor- 
tant reason that it is almost impossible to venti- 
late such a small place or to keep it, especially in 
this part of the world, from becoming unbearably 
hot. Consequently cubicles as we know them 
usually have walls that begin a foot or so above 
the floor and extend about six or eight feet higher, 
leaving a space between the top of the partition 
and the ceiling. They are also often just three 
sided or if there is a wall on the inner side it 
extends only a third to half way across the cubicle, 
leaving a large opening without a door. As far 
as infants are concerned this assures no direct 
contact and it is also satisfactory in older chil- 
dren, provided they are not allowed to come out 
of their cubicles and the partitions are high 
enough that they cannot reach over by crawling 
up on their beds. 


Not infrequently I have come into a ward and 
have seen older children passing toys to each other 
over these cubicles. While such cubicles are not 
ideal therefore, it is safe to say that they cut 
out almost all of the personal contact and decrease 
tremendously the amount of air borne infection. 
In planning cubicles one should remember that 
the cubicles must be livable, that is they must 
have sufficient light and circulating air, but, hav- 
ing made them livable, they should then be made 
to be as nearly separate rooms as possible. In 
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other words, the partitions should extend at least 
six or eight feet above the level of the bed, not 
from the lower edges of the cubicle. For actual 
contagious diseases this is not enough. 


The Isolation Ward 


A separate isolation ward is absolutely essen- 
tial in which there is nothing but separate single 
rooms. It is not wise to have a “measles ward” 
or a “scarlet fever ward’, where several 
cases of measles or scarlet fever are placed to- 
gether. The complications in such a set up are 
definitely more numerous and the mortality 
higher. If the hospital is fortunate enough to 
have such a contagious unit, this unit should be 
complete and, if possible, in a separate building. 
By complete, I mean with its own operating 
rooms, laundry, kitchen, etc. Clean cases, that is 
feeding cases such as pyloric stenosis and opera- 
tive cases such as plastic repairs, should have 
their own division on another floor from the usual 
run of cases. Prematures should of course have 
their own room separated as far as possible from 
all other cases. No nurse caring for any “clean 
case” particularly prematures should have any- 
thing to do with the other patients. 


Prevention of Cross Infection Through Proper 
Hospital Technique 


I am convinced that almost all cross infection 
could be prevented if the nurses and doctors car- 
ried out religiously the routine which the major- 
ity of hospitals have as a rule, but which is much 
more often broken than one would imagine. Every 
case of infection, no matter what the site of infec- 
tion, should be handled only after putting on a 
gown and after washing the hands with soap and 
water. The gown should be left in the room or 
cubicle of the patient and the hands should be 
scrubbed after seeing the patient as well as be- 
fore. If the infection is a respiratory one, e.g. any 
of the acute contagious diseases, pneumonia, colds, 
etc., masks and caps should be worn. Rubber 
gloves, in addition, are advisable in such cases as 
gonorrheal vaginitis or ophthalmia neonatorum. 
Such precautions are simple and not at all difficult, 
but when a nurse needs to go in to a patient’s 
cubicle only for a moment to’ pin a diaper, she is 
apt to ignore the routine. And doctors ignore the 
rules they made themselves just as though they 
could do no harm. Some Utopian day a group of 
doctors may be found who do as they would wish 
every one else should do. On that day infections 
will decrease tremendously. May I live to see it. 


As one can see this discussion has not at- 
tempted to add one single new item toward the 
solution of an age old problem, mainly because 
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no new suggestions or procedures are necessary. 
We know how to prevent cross infections. We 
can prevent them. Every case which picks up an 
infection in a hospital does so because of a break 
in routine on someone’s part, or because of a poor- 
ly established routine. Every such case should 
be considered a black mark against the hospital, 
its medical staff, and its nursing staff. Every 
such case that dies should be considered the 
responsibility of the hospital. If the procedures 
we have discussed are carried out such things 
could be reduced tremendously. For emphasis, 
in closing, let me repeat in tabulated form, the 
recommendations for every well run children’s 
hospital: 


Our Recommendations 


1 The hospital should have a man of several 
years’ experience admitting patients, and then 
only after careful examination. Lackadaisical, 
routine examinations should not be tolerated. 


2 There should be an admitting or observation 
division where children can be isolated in com- 
pletely separated rooms for at least twenty-four 
hours of observation before being admitted to the 
regular divisions. 


3 On admission routine throat and nose cul- 
tures on all patients should be taken as well as 
vaginal smears on all females. 


4 Open wards with no means of separating 
the beds are definitely not satisfactory. Cubicles, 
if properly built, can be perfectly safe. Cubicles 
should be light and well ventilated. 


5 All clean cases, surgical cases, feeding prob- 
lems, prematures, etc., should be on an entirely 
different floor. No nurses caring for these cases 
should care for any others. 


6 Utensils of all kinds sould be used only for 
one patient. 


7 Doctors and nurses should follow religiously 
the routine of hand washing, wearing of gown 
and, when necessary, cap and mask or gloves. 
Visitors should have to wear gowns and should 
be limited in number and frequency. They should 
see only their own children and not be allowed 
to mingle and mix with other visitors or to visit 
other patients. 

sania tials 


Carolinas-Virginia Hospital Conference 


The Carolinas-Virginia Hospital Conference 
will be held in Roanoke, . Virginia, on April 20, 21, 
22, 1939. Headquarters of the Conference will 
be Roanoke Hotel. 


M. Haskins Coleman, 808 Grace American 
Building, Richmond, Virginia, is secretary. 
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The Importance of the Small Hospital 


W. S. CALDWELL, M.D., and F. W. ROUTLEY, M.D. 


hospitals may be divided into three classes: 
First, there is the large institution organ- 
ized for the purpose of teaching medical students 
as well as for the treatment of disease. This type 
is probably the most highly developed in point of 
view of intensive organization. It is a closed 
hospital and very extensively departmentalized. 


F THE purposes of this discussion, general 


Secondly, there is the large city hospital, which 
because of its size and location, where a consid- 
erable percentage of the medical profession have 
specialized in different branches of medicine, is 
capable of highly organized services. 


The third class is composed of those hospitals 
mainly of fifty beds or less, although they may 
be considerably larger, located in small cities and 
towns in the midst of distinctly rural commu- 
nities. 


It is of the last class that we have been re- 
quested to make a few observations today. 


In the care of the sick, the peoples of every 
nation know no barriers of race or color or creed. 
The. vision of human suffering excites the better 
instincts of human beings of whatever faith, and 
calls forth a kindliness and unselfishness not al- 
ways manifest in our other relationships. The 
hospitals of this continent have a special oppor- 
tunity to carry out this ideal in the daily round 
of hospital life, because the cosmopolitan charac- 
ter of our respective populations bring to our 
hospitals patients of every color, of every lan- 
guage, and of every shade of political opinion. 
And to each is rendered the same kindly care. 


The universal appeal of the sick constitutes a 
valuable agent for the promotion of better under- 
standing between peoples. One may hope that 
some day its leavening influence will cause the 
leaders of all nations to more nearly approach 
the ideal of the Golden Rule in the conduct of 
international affairs. To further this ideal, the 
keynote of the Joint Meeting of this Association 
with the International Hospital Association which 
is to be held in Toronto during September, 1939, 
will be, “Better understanding between peoples 
through hospital service.” 


Incidentally, a hearty invitation is extended to 
all of you to be present at this notable gathering. 


Influence of Hospital in Community 


What has been said of the influence of the hos- 
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pital on international relations is true also of its 
effect on the community. Probably no other in- 
stitution in the life of the small town and sur- 
rounding rural community, has had a greater 
influence in producing generous-hearted unanim- — 
ity of action on the part of as large a number of 
people of all creeds and stations in life than the 
hospital. It has an emotional appeal which is not 
confined to any one group. Aside altogether from 
the technical advantages of the hospital, it is im- 
portant as a creator of community interest and 
a stimulus to community pride. 


The rapid increase of hospital beds per thou- 
sand population which has been observed in both 
large and small communities in the last. quarter 
century is doubtless due to the changed attitude 
of the people toward the hospital generally. 
Twenty-five years ago, the hospital was looked 
upon as a last resort, a place to go to die, a mor- 
bid asylum of medical and surgical experimenta- 
tion. All that is changed. People now recognize 
that the hospital is a place of prevention, a refuge 
of kind and efficient care, a cheery institution 
because of the overwhelming proportion of pa- 
tients who are discharged from it either cured or 
improved. Now, people not only appreciate the 
value of the hospital, but they want its facilities 
readily at hand. 


That the citizens of the small community 
should share this desire to have hospital facilities 
readily at hand is easily understood. The alarm- 
ing increase in motor car accidents alone justi- 
fies this desire. But even for the ordinary sick- 
ness and accident emergencies of rural home life, 
the importance of the small hospital in the saving 
of life through prompt treatment and reduced 
trauma from unnecessary transportation is be- 
coming more and more appreciated. 


Most appreciative of the immediate presence _ 
of the hospital, however, is the woman in travail. 
While obstetricians still may not agree on the 
relative risks of pelvic infection in the home as 
compared to the hospital, no one will gainsay that 
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the preference of women for hospital confinement 
is rapidly on the increase. Mothers prefer hos- 
pital care not only because it gives them a greater 
sense of security during labor, but because they 
can enjoy complete relaxation during the post- 
partum period. 


Hospitals in Rural Areas 


While these various factors have all contrib- 
uted to a demand for more accessible hospital 
facilities in the rural areas, the motive has not 
been entirely selfish. Practically the whole his- 
tory of the development of hospitals in every part 
of the world is a record of the achievements of 
communities of people who without any compul- 
sion save the need of the unfortunate and the de- 
sire to help them, have built, equipped and oper- 
ated hospitals. And yet, observation of the hos- 
pitals in the smaller towns and cities of Canada 
convinces one that the nearer people are to their 
hospital, the more interested they are in it and 
the prouder they are of it. 


The best evidence one can offer of this fact is 
that the voluntary support given to these. hos- 
pitals is far more generous in the municipality 
in which the hospital is located than in the ad- 
joining municipalities, and the further away these 
communities are from their hospital, the less 
likely the people are to give any spontaneous as- 
sistance and the more likely they are to criticize 
the cost of the care of their sick. 


These hospitals have been, and still are, nearly 
all voluntary institutions, for the maintenance of 
which the public have never been compulsorily 
taxed but for very little. 


Even those who believe that the time has come 
when all hospitals should be operated through 
public taxation, will agree, we feel sure, that it 
it is a wonderful tribute to the generosity of the 
many thousands of the best citizens of America 
and their zeal for the welfare of their fellows 
that hospitals have so nearly kept pace with the 
tremendously rapid advance of medicine during 
the last half century. 


In no small measure, this is because those re- 
sponsible for the promotion of hospitals have been 
and are proud of their handiwork and determined 
that it shall not fall behind its best ideals as 
they know them. 


This spirit can only be propagated when hos- 
pitals are near enough to their source of supply to 
be considered to belong to those who use them, 
both doctors and patients. 


All hospitals may eventually become municipal 
or government operated. The present trend of 
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high taxation which is gradually drying up the 
well-springs of voluntary contributions points 
that way. It is my firm belief, however, that if 
these institutions finally come into the arena of 
civic or country-wide politics, they shall suffer 
greatly thereby. In fact, there is considerable 
evidence of the correctness of this contention in 
a number of places on this continent already. 


It seems to be almost axiomatic that when in- 
stitutions and utilities become completely public 
property, they almost immediately cease to com- 
mand the whole-hearted interest of those who 
have much to offer in the way of wisdom and 
service, and they suffer accordingly. 


If then hospitals are to continue to be the 
product of the public-spirited citizens of com- 
munities everywhere, these groups of people must 
be close to the institution in which their heart- 
interest lies. 


Ability of the Small Hospital to Discharge 
Its Responsibilities 


There are those both in and out of the medical 
profession, who would do away with the small 
hospital on the ground of its inability to cope suc- 
cessfully with all major illnesses. 


A careful study of this matter by any unbiased 
person would convince him that the small hos- 
pital has just as much a place of distinct useful- 
ness in the social fabric of the country as the 
larger institution. 


In the first place, this is a continent of great 
distances and the central towns of a great many 
rural districts are very far from each other. This 
is particularly true of the more remote sections 
of Canada where the population per square mile 
is comparatively small, and where problems of 
transportation are sometimes great. 


Rural Hospital Service in Canada—the Canadian 
Red Cross 


To the latter type of community, the Canadian 
Red Cross is endeavoring to bring its outpost 
hospital service. In the Province of Ontario alone, 
the Red Cross is operating thirty such hospitals, 
including an Outpost Hospital Railway Coach 
which is moved from place to place for emergency 
and survey purposes. They vary in size from the 
remote outpost of a few beds situated as far as 100 
miles from the nearest doctor, to the community 
hospital of as many as eighty-five beds in the 
larger centers. All are situated in Ontario’s 
Northland which extends over an area approxi- 
mately 1,200 miles east and west by from 200 to 
over 1,000 miles north and south—an area of 
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Pre-Cambrian topography notable for its mines, 
forests, and waterpower, but having sections of 
good arable land. These hospitals are treated 
as a unit and their operation is directed from the 
Divisional Office in Toronto as to supervision, per- 
sonnel, purchasing, statistics and accounting, con- 
tacts with Government Departments and public 
relations. From the experience of these hospitals 
and of small hospitals generally throughout the 
country, there is ample evidence to prove that 
many lives are being saved by the small hospital. 


But even in the more populous areas, the hos- 
pital, from a practical standpoint, should be so 
readily available to all the people and also to all 
the doctors that patients would very willingly go 
into them early in their illnesses. 


Physicians and the Small Hospitals 


The very poorest hospital undoubtedly offers 
better facilities to properly diagnose disease than 
the finest and best equipped home, and even 
though in this field, neither from the standpoint 
of personnel or equipment, does the small hospital 
offer facilities compared to those of larger sister 
institutions, it may still be maintained that so 
long as a system of the practice of medicine ob- 
tains in which the general practitioner (in the 
rural districts at least) has the control of his 
patients, he will not give up that control in the 
early stages of most of their illnesses by sending 
them to the distant large hospitals. 


Added to this attitude on the part of the physi- 
cian is the natural inclination of the patient to 
be near home and the desire of the relatives to 
have the sick member of the family near enough 
to visit and secure frequent first-hand informa- 
tion upon his condition. 


It is significant that in Canada during recent 
years, the average length of stay of patients has 
steadily declined. In part at least this must be 
attributed to the entry of patients into hospital 
earlier during illness. According to available sta- 
tistics, this average is not greater in small than 
in large institutions. 


Similarly, as far as can be ascertained, mortal- 
ity rates are not greater in small than in large 
hospitals. It must be admitted that these findings 
are partly due to the fact that a much larger per- 
centage of the very grave and long standing cases 
find their way eventually to the larger hospitals. 


Nevertheless, there does not appear to be any 
definite evidence to show that the average patient 
does not receive just as adequate professional 
care in the small as in the large hospital. On the 
other hand, observation shows that the medical 
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staffs of small hospitals are quick to recognize 
their own and their institutions’ limitations and 
prompt to send all cases needing either examina- 
tion or treatment which they cannot give, to the 
large city institutions. 


On the other hand, as has been mentioned, 
many lives have been saved by the small hospital. 


The influence of the small hospital on the lives 
and achievements of the medical staff is cven 
more profound than that upon the patients. Be- 
fore the advent of the small hospital, the physi- 
cian in the small town and in the country, though 
in many instances a remarkable man, was almost 
always a lone worker, who very seldom met pro- 
fessionally or indeed socially with his confreres. 


The hospital became a meeting place for doc- 
tors. They began to consult more frequently to- 
gether about their cases, to the advantage of both 
patients and themselves. These conferences have 
gradually become more frequent and more im- 
portant until at present very few hospitals have 
not regular meetings of the medical staff. When 
you add to this, the daily discussions which physi- 
cians have when visiting their hospital, the local 
hospital quickly rises in importance as a medical 
educational vehicle. 


All will agree that the influence of this closer 
relationship must have raised the whole standard 
of medical practice because it would seem that the 
most important postgraduate studies which the 
average physician is ever likely to get, are the 
daily discussions of his and other cases with his 
confreres and the frequent, more formal discus- 
sions which take place in medical staff and society 
meetings. 


Quality of Medical Service in Small Hospitals 


It is generally agreed by the best informed ob- 
servers that the whole standard of service to be 
rendered by hospitals is greatly influenced by the 
quality of professional service offered by the at- 
tending staff. Therefore, even in the smallest 
hospitals, the medical staff are urged to maintain 
an effective organization. 


In fact, in the Province of Ontario this is com- 
pulsory. Regulations which have been authorized 
by the Department of Health of the Province of 
Ontario, and which were approved by both organ- 
ized medicine and the Ontario Hospital Associa- 
tion, state that staffs must be organized, their 
representative must be given a place on the Board 
of Trustees of the hospital and the staff must 
meet at least once a month. At this meeting one 
item of business must be a report on all important 
cases. 
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It is impossible to estimate the educational and 
ethical influences which such conferences have 
upon the members of the profession. Not only 
does it create a better understanding between 
members of the attending staff, but it encourages 
better cooperation also between the doctors and 
the superintendent and his hospital board. 


In speaking, therefore, of personnel in the small 
hospital, one must confess that the quality of al- 
most all the balance of the personnel in a hospital 
is in direct relationship to that of the medical 
staff. The medical staff can either make or break 
a superintendent. 


This influence has not only to do with their at- 
titude toward the superintendent, which of course 
is very important, but also with the manner in 
which the medical and surgical work in the hos- 
pital is planned and done. Occasionally, a small 
hospital is seen to be in a constant state of tur- 
moil just because members of staff habitually re- 
fuse to consider the need of any regularity or 
any proper timing of their visits or operations. 
Emergencies will arise, but they need not appear 
to be continuous. In other hospitals of the same 
size and with the same facilities and approxi- 
mately the same amount of work, because of the 
consideration and careful planning of the medical 
staff, the whole institutions runs like clockwork. 


Superintendent of the Small Hospital 


Experience gives evidence that the best type of 
superintendent for the small hospital is the well- 
qualified nurse. She should be highly trained in 
nursing and also have had considerable experi- 
ence in charge of larger hospitals, including the 
position of assistant superintendent. She should 
be gifted with grace and diplomacy, but she 
should also be able to make her own decisions 
when necessary and stick to them. 


The whole hospital naturally revolves around 
this person chosen as superintendent. Therefore, 
she should be picked with great care and then she 
should be taken into the full confidence of the 
board and given a free hand to carry out the poli- 
cies laid down by them. 


Hospitals of forty beds or under, frequently 
have trouble in securing thoroughly capable su- 
perintendents. This is sometimes due to unfor- 
tunate division amongst members of hospital 
boards or in the community as a whole. 


In the chain system of small hospitals operated 
by The Canadian Red Cross Society, this difficulty 
has been entirely overcome by central administra- 
tion and supervision; so that these local superin- 
tendents recognize that they form a part of a 
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large organization and are not subject to petty 
jealousies. 


One of the most important results of this Red 
Cross system is that we are able to secure nurses 
of very outstanding capabilities and character for 
this work, even in the smallest institutions. The 
general supervision is also of great value in keep- 
ing to a very high order the standard of service 
rendered. 


The Nursing Staff 


The small hospitals of Canada are now experi- 
encing a trend toward the employment of gradu- 
ate nurses only. The Red Cross Hospitals have 
only graduate nurses and many other small hos- 
pitals have voluntarily closed their training 
schools. The Department of Health standards for 
training schools are constantly being raised. In 
Ontario, requirements are such that hospitals with 
less than an average daily population of fifty 
patients have been unable to retain training 
schools. 


After nearly twenty years of observation and 
experience, we are convinced that this is sound 
practice. In the first place, there is no evidence 
that it is cheaper to operate a hospital with a 
training school. Frequent analyses of compara- 
tive costs in specific cases have been made in re- 
cent years, and invariably they have shown that 
the difference in patient per diem costs is negli- 
gible. Proof of this fact having been provided 
by experience in many cases, the small hospitals 
which formerly had training schools are now con- 
vineed of the advantages of a graduate staff. 


Where there is a graduate staff only, the ratio 
of nurses to patients may be as high as one nurse 
to three patients. Where the hospital operates a 
training school, the ratio is usually about one to 
one. 


With a graduate nursing staff, the superintend- 
ent and her assistants are left free to concern 
themselves entirely with the professional and 
business administration of the institution, instead 
of having much of their time taken up with the 
problems connected with directing the studies and 
activities of a group of amateur young women. 
Indeed this fact is so obvious to the patients that 
they not infrequently volunteer the opinion that 
nursing care in the small hospital compares very 
favorably with special duty nursing. 


Some may affirm that the small hospital is not 
so fortunately situated with respect to the other 
personnel of the hospital, citing especially the 
radiological, the laboratory and other specialist 
departments. This is undoubtedly true, but diffi- 
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culties of the small hospital in this regard are 
gradually being overcome. 


Laboratories 


The establishment and maintenance of adequate 
x-ray and laboratory departments have been the 
most difficult of all these problems. Nowadays, 
however, x-ray equipment has become so greatly 
simplified and reduced in cost that, excepting in 
the very smallest institutions, there is usually no 
trouble in getting funds to procure first-class 
equipment. Difficulties of operation are being 
overcome by the combined service of a part-time 
or full-time technician who may divide his or her 
time with other departments of the hospital, and 
a part-time radiologist. The latter may be a 
doctor in some medical or surgical specialty closely 
allied to radiology or one who divides his time 
between several small institutions. 


Incidentally it might be mentioned that the 
availability of the hospital, coupled with part- 
time employment in one of its departments, often 
enables a small community to have the services 
of a specialist whom otherwise the district could 
not support. 


In our Province, the difficulties of laboratory 
equipment and personnel are considerably reduced 
as the Provincial Department of Health has estab- 
lished well-equipped and expertly staffed labora- 
tories to which all specimens may be sent from 
hospitals or doctors for examination. Their regu- 
lations contain a clause which states that speci- 
mens of all material removed in operation must be 
sent for examination. 


The carrying out of the ordinary laboratory 
procedures which remain may be done by having 
the person who does the dispensing also trained 
to do these analyses. 


The greatest trouble of all, of course, is getting 
a complete history of each patient. It seems to be 
a time-honored habit of physicians to procrasti- 
nate in this important duty. Smaller hospitals 
cannot afford to maintain an intern and could not 
get graduates in any case. The development of 
experienced record librarians is undoubtedly the 
answer to this problem. 


In the small hospital, it has been found quite 
possible to have one of the clerical staff trained 
in this work, so that, even where it is not a full- 
time occupation, it can be done regularly and ac- 
curately. Such an officer can usually secure the 
information which should be given by the attend- 
ing physician or surgeon, if she is persistent and 
diplomatic. I believe we are on the eve of getting 
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much better records in small hospitals than here- 
- tofore. 


Limitations of Small Hospitals 


Having tried to outline the technical value of 
the small hospital to its own community and sur- 
rounding district and being convinced that its 
value cannot be overstated, one must admit that 
no small part of that value consists in the mem- 
bers of its medical staff knowing its limitations 
and when cases should be sent immediately to the 
large institutions where the most exhaustive ex- 
aminations can be made and the. most expert 
treatment given. Improper delay in this respect, 
has resulted in the death of the patient and may 
do so again unless due vigilance is maintained. 
We believe that any shortcomings of the medical 
men of the small communities in this regard are 
becoming minimal with the recognition of the 
need and value of specialism in the scientific prac- 
tice of medicine, and that the small hospital, be- 
cause of the inter-association of its attending 
staff, is a powerful influence in maintaining such 
vigilance. 


The Small Hospital in the Economic Sphere 


Something may also be said for the small hos- 
pital in the economic sphere. Available statistics 
in Canada, indicate that per diem costs of hospital 
groups vary roughly according to the bed capacity 
of the group. 


It must be admitted, of course, that much of 
the increased per diem cost in the larger institu- 
tions is due to the greater overhead resulting from 
highly specialized services and to the larger pro- 
portion of serious cases admitted because of their 
need of these specialized services. 


It follows, however, that the small hospital is 
performing a useful function by providing less- 
expensive facilities for the less-serious cases, thus 
enabling the large institution to use its expensive 
equipment to the best possible advantage. 


The Small Hospital in Preventive Medicine 


This whole address, thus far, has dealt with 
the small hospital as a curative institution, al- 
though it is impossible to differentiate always 
between where prevention of disease ceases and 
curative processes begin. In a general way, how- 
ever, we are liable to consider the hospital as 
being set aside for the treatment of disease only. 


And yet, the potentialities of the small hospital 
in the realm of preventive medicine alone justifies 
the greatest enthusiasm of its supporters. Al- 
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ready the small hospital has been a real force in 
some communities in the education of the public 
in the preservation of good health and the pre- 
vention of serious diseases. 


May we refer again to the work of the Canadian 
Red Cross as an example of what the small hos- 
pital can do in the preventive field. 


Practically all of the hospitals operated by Red 
Cross in the north country are centers of health 
education and preventive clinics for a large area 
round about each. In addition to taking in pa- 
tients for treatment, nurses are attached to these 
hospitals who go out into the districts visiting 
schools and homes. Every reachable school is vis- 
ited and the children inspected. 


Toxoid, dental, nose and throat, eye, chest, and 
orthopedic clinics are organized. Often specialists 
are brought from the big cities to conduct clinics 
at the hospitals. In the Red Cross Hospitals of 
Ontario alone, four hundred thirty-four such clin- 
ics were held last year in which treatment was 
given to eleven thousand four hundred children. 
In addition to those mentioned, prenatal clinics 
and child welfare clinics are held regularly. The 
principles of home nursing, first aid and nutrition 
are taught to mothers and young women, not only 
in groups at formal courses, but individually in the 
homes. Seventeen thousand home visits were 
made last year in these sparsely-settled areas, 
where in most cases bedside care was given and 
a wonderful opportunity grasped to advise 
mothers with regard to their own and their chil- 
dren’s care. 


These hospitals are offering a challenge to the 
old and well-organized rural communities by doing 
an exhaustive and advanced work in public health. 


The small hospital will have reached its zenith 
of achievement when it has become, in every nec- 
essary case, the center of advanced specialized 
out-patients clinics and the source of educative 
forces for the enhancement of the good health of 
the whole district. 


Social Benefits of the Small Hospital 


In appraising the importance of the small hos- 


pital, some recognition must be given to its inci- 
dental contribution to the social welfare of the 
community. In modern times the economic trend 
has been toward the centralization of business in 
the large industrial centers. Improved transpor- 
tation, the chain store, mail order service, busi- 
ness amalgamation have all contributed to this 
trend. While not denying the benefits derived 
from the change, some merit can be credited to 
any institution which encourages development of 
the rural community, contributing to its economic 
welfare and making its residents more secure. 


Previously, mention has been made of the high 
calibre of person required to assume the respon- 
sibilities of hospital superintendent. Remember- 
ing that the efficient care of the sick calls forth 
similar qualities of character and leadership of 
all technical hospital peoples, we find it impossible 
to estimate the tremendous value of the small | 
hospital to the social life of the community. The 
smaller and more remote the town or village, the 
greater does this influence become. In the opera- 
tion of outpost hospitals in the more remote parts 
of the country, Red Cross has had ample oppor- 
tunity to observe this fact. Several instances 
could be cited where this influence surpasses 
even that of the church and the school. And in 
all seriousness it might be added that the not in- 
frequent romances which culminate in the estab- 
lishment in these smaller communities of new 
homes in which culture and good citizenship rank 
high are by no means the least of the many social 
benefits emanating from the small hospital. 


Indeed, mention of the social advantages of the 
small hospital reminds us again of the opening 
theme of this paper. In these days when so many 
destructive forces appear to be working against 
good will and understanding, both within the na- 
tions and in the international field, the supreme 
importance of the small hospital is its function as 
a creator of community fellowship and solidarity. 
Because it affords an opportunity to persons of 
every race, of every creed, and of every political 
thought to join with all others in a sound, prac- 
tical ministry of kindness, the importance of the 
small hospital in the life of the nation is great 
indeed. 





et 


The Dallas Press 


The Press of Dallas was a barometer of south- 
western hospitality. They were quick to sense 
the news vibrating in such a large convention. 
Special attention was given to every meeting and 
the amount of space given to the American Hos- 
pital Association’s activities was most generous. 
In this report it is not out of order to pay high 


October, 1938 


tribute to the abilities of the representatives of 
each newspaper whom we contacted and to the 
excellence of the standard of journalism which is 
offered to the readers in that locality. The Amer- 
ican Hospital Association wishes to compliment 
in a formal way the owners of these newspapers 
upon the splendid quality of the service they offer 
to their readers. The hospital superintendents of 
Texas should be gratified to know of this support. 
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The Department of Justice on Hospital Staff Appointments 


DEPARTMENT OF JUSTICE 
Washington, D. C. 
September 15, 1938 
Dr. Bert W. Caldwell, 
Editor “Hospitals,” 
18 East Division Street, 
Chicago, Illinois. 
Dear Sir: 

In response to a recent letter from Mr. Alden 
Mills, I am writing Mr. Mills today as follows: 

“It is a serious misconception of the position of 
the Department of Justice to suppose that it be- 
lieves that a hospital is not free to select its own 
staff. I am glad that you wrote me about the 
Department’s pending investigation of practices 
of organized medicine in restraint of trade and 
about current misunderstandings of the bearing 
of this investigation upon a hospital’s selection 
of its staff. The position of the Department can 
be stated shortly and simply. 

“The hospital has complete freedom to select 
its own staff. It, of course, ought to choose that 
staff in such a way as to insure the highest stand- 
ards. However, under existing laws it is free 
to choose its staff foolishly, and in so doing it 
commits no crime. 

“When, however, a hospital uses its freedom 
to select its staff as a part of a campaign to re- 
strain unquestionably competent physicians in 
the practice of their profession, it violates the 
law. This would be equally true whether the ac- 
tivity which the hospital desired to hamper by 
the use of its power to select a staff were a health 
association, or a fraternal order, or the CIO, or 
anything else. We have no desire to hamper free- 
dom of speech or to prohibit physicians from en- 
tering organizations who oppose Group Health 
by legitimate means. It is the use of organized 
power to advance, by economic pressure, coercion, 
and boycott, the views of a particular group with 
respect to the proper economic organization of 
medical practice, which constitutes the illegal re- 
straint of trade of which the Department is com- 
plaining. 

“The Department has no objection to a cam- 
paign against Group Health Association, provid- 
ing it is not done by organized coercion or boycott. 

“This makes it clear that you are right in think- 
ing that the Department is not ‘trying to break 
down,’ to quote your letter, ‘the long-established 
and important procedures which hospitals have 
built up for determining and controlling the qual- 
ity of their staff.” Obviously there is no founda- 
tion for the fear which you say some hospital 
administrators feel ‘that the Government is tak- 
ing the position that every hospital should open 
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its facilities to every licensed physician regardless 
of his competence to practice, the size and special 
scope of the hospital and the other factors which 
normally influence a hospital’s selection of its 
staff.’ 

“The Department of Justice is whole-heartedly 
in favor of every effort made by hospitals—and 
by organized medicine—to raise the standard of 
medical care. Staff restrictions serving this end 
and those designed to accommodate a given hos- 
pital’s facilities or to carry out its dedication to 
a special field of service are unquestionably proper 
and lawful. 

“But the Department does take the position that 
medical societies and hospitals are not free to 
use staff restrictions as a means of destroying 
the freedom of qualified physicians connected 
with group health associations, to carry on their 
calling—as a means of destroying group health 
associations. Hospitals’ freedom to choose their 
staffs and organized medicine’s disciplinary pow- 
ers are properly employed when used to maintain 
and improve the quality of medical service. They 
are abused when used to force upon all physicians 
the views with respect to the proper economic 
organizations of medical practice entertained by 
one group within the profession. 

“T hope that hospitals throughout the country 
will find themselves in agreement with these 
views.” 


I shall be glad if you are able to find room in 
HOSPITALS for this explanation of the position 
of the Department of Justice. 


Very truly yours, 


(Signed) Thurman Arnold, 
Assistant Attorney General. 


Hospitals are individual institutions, autono- 
mous in the use of their powers under the articles 
of their incorporation and are not bound by the 
unreasonable or unsound mandates of any organi- 
zation. They select their staffs, in the large ma- 
jority of instances, on the basis of the physician’s 
competency to render acceptable professional 
service in that specialty of medicine to which he 
may be assigned as a member of the medical staff 
of the hospital. Considerations under which hos- 
pitals would deny appointments to their medical 
staffs other than lack of professional competency 
would be those of gross moral or professional 
turpitude; important infractions against the eth- 
ical conduct of medical practice; offensive atti- 
tudes towards patients, the public, and profes- 
sional colleagues; incompatability with the pur- 
poses for which the hospitals are responsible to the 
public for fulfillment. 
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The Role of the General Hospital in the Control 
of Tuberculosis 


H. E. KLEINSCHMIDT, M.D. 


S EARLY as 1908, Laurence F. Flick, 
A fortified by a generous donation from 

Henry Phipps, offered to subsidize hos- 
pital beds for the tuberculous in Pennsylvania but 
after canvassing 97 hospitals withdrew the offer 
because the responses were so indifferent and 
meagre. 


The National Tuberculosis Association, in 1913, 
set forth in resolution form, the reasons why gen- 
eral hospitals should open their doors to the con- 
sumptive and reiterated its plea several times 
since then. The American Medical Association 
and the American Hospital Association, in 1921, 
passed resolutions urgently requesting the hos- 
pitals to abandon the old policy of excluding cases 
of consumption. Yet hospitals were slow to re- 
spond. Only in recent years, stimulated, no doubt, 
by the need of utilizing vacant beds, have general 
hospitals reluctantly and slowly increased their 
facilities for handling cases of tuberculosis. A 
survey published by the National Tuberculosis 
Association last year indicated that only 177 gen- 
eral hospitals had actual operating tuberculosis 
units or departments worthy of the name. Ap- 
parently only one in 24 general hospitals is now 
providing adequate care for the tuberculous. 


Numerous writers have convincingly presented 
the advantages to the patient and the hospital 
accruing from the policy of admitting this form 
of chronic, communicable disease. Valid argu- 
ments to the contrary are yet to be heard. In 
this paper I propose, therefore, to emphasize the 
word control. By the control of tuberculosis we 
mean the prevention of its spread to others. Log- 
ically and legally, the responsibility of controlling 
all communicable diseases is vested in the health 
officer. Vaccination is the weapon he uses to 
combat smallpox; by strict surveillance of the 
water and food supply he safeguards the com- 
munity against typhoid; exterminating mosqui- 
toes is his formula for preventing malaria. In 
confronting the ubiquitous, subtle, chronic disease, 
tuberculosis, he is powerless without the aid of 
hospitals and sanatoria and to these institutions 
he wisely delegates a large share of the responsi- 
bility. The tubercle bacillus, sole direct cause of 
the disease, can perpetuate itself only by continu- 
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ous migration from one body to another. The 
spreaders of tubercle bacilli are the victims them- 
selves and the only measure that promises hope 
is the control of the spreaders, or carriers. They 
cannot be swatted, chlorinated or ostracized for 
they are human beings with inalienable rights. 
If tuberculosis were an acute infection of short 
duration, quarantine might be partially effective, 
but many of its victims, having made a truce 
with their parasites, carry their disease with 
them through life, meantime mingling freely with, 
and thereby endangering, their many associates. 


The only recourse is to control the carriers and 
the only humane way of doing that is to segre- 
gate them in institutions where they are given, 
meantime, a chance to overcome the disease. 
For that reason, the tuberculosis sanatorium 
has come to be recognized as a means, pri- 
marily, of protecting the public and, secondarily, 
as a haven for the unfortunate. By the same 
token, the public has cheerfully accepted the 
major burden of supporting tuberculosis sanatoria 
through its taxes. The sanatorium survey pub- 
lished by the American Medical Association in 
1935 showed that 84.4 per cent of all tuberculosis 
patients in hospitals and sanatoria were cared 
for solely at public expense; 9.2 per cent paid part 
of the cost of hospitalization and only 6.4 per cent 
paid in full. 


Viewed as the strong right arm of the public 
health service in its fight against tuberculosis, 
the tuberculosis institutions of the United States 
have given a creditable account of themselves. 
During the four decades of their development, the 
death rate from tuberculosis has declined to about 
one fourth of what it was in 1900. But in spite 
of the fact that there are today about 90,000 tu- 
berculosis beds in the country, the facilities are 
still far short of what is actually needed. Tuber- 
culosis authorities generally agree that there 
should be at least two beds available for tuber- 
culosis cases for each annual tuberculosis death. 
If this ratio is applied, we are still short some 
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53,000 beds. The shortage is particularly acute 
in certain regions, notably in the South and South- 
west and for certain racial groups, as for example, 
Negroes. It is doubtful that the emergency ever 
will be met by the conventional tuberculosis san- 
atorium. 


Opportunity and Obligation of the General 
Hospital 


Here, then, is the opportunity and obligation of 
the general hospitals. It is their part not merely 
to take up the slack and fill in the gaps, not a 
simple question of filling 50,000 beds, but to par- 
ticipate actively with the sanatoria and the public 
health service in drawing the cordon around the 
ancient enemy so tightly that in a generation or 
two he will be starved out. Recent social develop- 
ments and modern economic thought focus atten- 
tion on the truth that hospitals are public utilities 
of, for and by the people. To the hospitals be- 
longs the credit of having, themselves, pushed 
out their once-cloistered walls to embrace the en- 
tire community and to meet the health needs of 
the people. Popular sentiment has caught up 
with the concept of hospital service and expects 
far more of a hospital than that it be an asylum 
for the lame and the halt who have reached the 
end of their rope. In line with that spirit, I 
would submit that the greatest good for the great- 
est number demands that hospitals now engage in 
the tuberculosis fight, not passively but by shar- 
ing in active and dynamic leadership. Happily, 
this calls for no sacrifice of ethical or professional 
standards for it has been repeatedly demonstrated 
that the care of tuberculosis cases in general hos- 
pitals is feasible, safe and administratively sound. 


According to a recent report of a special com- 
mittee of the National Tuberculosis Association, 
there are at least four ways in which the general 
hospital can cooperate with the tuberculosis sana- 
torium. The first is to serve as a clearing house 
for tuberculosis cases serving (a) to provide 
diagnosis and treatment for cases before their 
admission to the sanatorium, (b) to retain cases 
unsuitable for the sanatorium and (c) to receive 
back from sanatoria cases that require in- 
tensive hospital care. Second, in sparsely set- 
tled areas, or where there are no sanatorium facil- 
ities, general hospitals are urged to develop a 
department of tuberculosis. Third, in populous 
areas, where the resources of the sanatorium are 
often taxed beyond the limit, general hospitals 
may be subsidized to care for tuberculous patients 
who cannot be admitted by the sanatorium when 
its own beds are completely occupied. This plan 
has worked very successfully in Detroit. And, 
fourth, in communities where tax funds are too 
low to support both a sanatorium and a hospital, 
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it may be possible to establish a general hospital 
with a department for tuberculosis. 


The fact that a considerable number of general 
hospitals have already opened their doors to 
tuberculosis patients is encouraging news but it 
does not prove that general hospitals are fully 
aware of their responsibility in helping to con- 
trol the pandemic, tuberculosis. Some of these 
enterprising hospitals have probably been actu- 
ated to liberalize the traditional policy by the 
pinch of necessity—the need of filling vacant beds. 
Others, perhaps, have faced honestly the fact 
that, rules or no rules, consumptives do find their 
way into the general hospital—that is, tubercu- 
losis is found in patients admitted for other 
causes. Whatever the factors, now that the tide 
is turning and hospital doors are being swung 
open, I plead for a change of emphasis in the hos- 
pital administrator’s attitude toward tuberculosis. 
Heretofore, he has been concerned mostly with 
the welfare of the individual patient and the 
efficient housekeeping of his own hospital. I am 
asking that he see also the broader implica- 
tions and think of his institution as a vital part 
of the public health machinery set up to con- 
trol the spread of tuberculosis in the com- 
munity. Such change in viewpoint and objec- 
tive is bound to react favorably on administrative 
practice, policy and bedside technique. 


The hospital administrator and board of direc- 
tors who accept this challenge, automatically as- 
sume certain tasks and responsibilities which the 
tuberculosis sanatorium has long since accepted. 
How may the principles which guide the sana- 
torium be applied to the general hospital? 


Equipment 


In the first place, the general hospital must 
provide the equipment required for the modern 
diagnosis and treatment of tuberculosis. Once it 
was considered necessary only to make provision 
for the patient’s most urgent bodily needs—good 
food, fresh air and rest plus a little nursing care 
and an occasional medical visit; the crude shelter 
of a shack in the woods was deemed sufficient. 
But the rapid development of our knowledge of 
tuberculosis has pushed this primitive method 
into obsolescence and today nothing short of full 
hospital care is deemed adequate. The tubercu- 
losis patient is sick all over—not merely with a 
disease of the lungs. The modern sanatorium is 
a complete hospital. For example, in some san- 
atoria as high as 70 per cent of the patients re- 
ceive some form of collapse therapy which de- 
mands full surgical equipment. Bronchoscopy is 
coming to be almost a routine practice. Modern 
diagnosis demands full laboratory equipment and 
first-class x-ray outfit. 
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Minimum requirements observed by the sana- 
torium must also be met by the hospital that 
undertakes to give full care for tuberculosis cases. 
Hospitals willing to serve as a clearing house for 
the sanatoria certainly should at least be equipped 
to make the diagnosis which means that chest 
x-ray service must be at hand. 


Professional Staff 


Similarly, the hospital must be adequately 
staffed—the services of a chest specialist, roent- 
genologist and surgeon are indispensable and a 
sufficient number of nurses to meet the exacting 
needs of the bed-ridden patient is of prime im- 
portance, for tuberculosis patients, even those 
waiting for admission to the sanatorium, are not 
simply wards who may be left to their own de- 
vices the better part of the day. 


Segregation of Quarters for the Tuberculous 


It goes without saying that the quarters pro- 
vided for the tuberculous should be distinct and 
separate from the rest. The failure of some hos- 
pitals to provide means of segregating tuberculo- 
sis patients, justifies the fear of the board of 
directors and the public that such a hospital is 
unsafe for the general patient. It is this very 
mistake that has brought confusion to the minds 
of directors and impelled them to vote against 
the policy of admitting tuberculosis cases. But 
adequate provision for separating groups of pa- 
tients should dispose of the last lingering fear 
of cross infection. Phthisophobia, even among 
enlightened board members, is not dead yet and 
we owe them a careful explanation of the manner 
in which tuberculosis is transferred from person 
to person so that they will rid themselves of 
groundless fears and erase the stigma of tubercu- 
losis. In small hospitals it may be difficult to 
segregate such patients in a separate wing or 
even a separate ward, but as long as the admin- 
istrator keeps in mind that tuberculosis is a com- 
municable disease, transferred by direct or indi- 
rect sputum contact, we may rely on his ingenuity, 
I think, to devise means of effectively segregat- 
ing the tuberculous from general patients. The 
nursing technique should approach that of the 
best tuberculosis sanatoria. This is not the place 
to discuss details of method that have been 
worked out—it is enough to be reminded that 
the basis of such technique is the prevention of 
cross infection and the protection of the nurse 
herself, and that descriptions of good technique 
are on record in medical literature. 


Teaching the Tuberculous Patient 


The sanatorium superintendent and all his staff 
recognize that an important, if not the most im- 
portant, function of the sanatorium is to teach 
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the patient how to maintain health once he has 
regained it and how to protect others with whom 
he comes in contact. Some tuberculosis special- 
ists think of themselves, primarily, as teachers. 
They maintain that the most important thing for 
the patient to learn is a new way of life; to re- 
adjust his whole nature and being. With the 
utmost patience they teach the patient by word 
and precept the need for rest, regularity of hab- 
its, a philosophical attitude toward his handicap, 
how to dispose of his sputum and dozens of de- 
tails pertaining to the maintenance of his health 
and the protection of others. The busy admin- 
istrator of a general hospital may protest that 
he and his staff cannot afford to give so much 
detailed attention to this one class of patients. 
He should remember, however, that, unlike the 
appendicitis case, or the obstetrical case who so- 
journ in the hospital a week or two, the tubercu- 
losis patient is a long-time guest, and, spread 
over the weeks, the task of teaching and read- 
justing him is not an onerous one. Even hospitals 
that are willing only to render the “clearing 
house” type of service have an educational duty 
to perform. On the day of his admission the 
tuberculosis patient’s instructions should begin 
and after his return from the sanatorium the 
good practices he has learned should be continued. 
All hospital administrators may not know that 
there is an abundance of printed material avail- 
able, designed to help the sanatorium staff in 
its patient-educational program. These aids are 
just as useful in the hospital. 


Follow-up 


Sanatoria make a serious effort to follow up 
all discharged patients, keeping in touch with 
them and their family physicians, encouraging 
them to carry on and urging them to have their 
conditions checked-up from time to time. The 
social service department of the general hospital 
should be able to supplement this work and, where 
necessary, to take it over entirely. In most com- 
munities, the local tuberculosis association would 
welcome the opportunity to aid in the follow-up 
program and also in the social and economic re- 
habilitation of the patient, an activity which is 
coming to be valued as highly as medical care. 


Role of the General Hospital in Tuberculosis 
Control 

One of the finest services the general hospital 
willing to assume the role of leader in the control 
of tuberculosis can render, is to develop oppor- 
tunities for the training of physicians and nurses. 
I can do no better than to quote from the report 
of the Special Committee referred to previously, 
as follows: 


“In undergraduate days there are rarely 
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chances for more than an introduction to the sub- 
ject (tuberculosis) through lectures, and infre- 
quent demonstrations. In general hospitals, in- 
terns and nurses have virtually no training in 
diagnosing and handling tuberculous patients. 
When it is found that a patient has tuberculosis, 
he is immediately removed. 


“When through with training and engaged in 
practice, the physician has had virtually no ex- 
perience with the disease and rarely has been 
taught sound methods of protection for himself 
or the family. The nurse who has not been 
trained to handle tuberculous patients is in a still 
more dangerous position. With slight knowledge 
of protection against infection and with the re- 
peated exposure due to necessary nursing proce- 
dures, a nurse is almost certain to become in- 
fected. When, however, the hospital has a prop- 
erly organized department for tuberculosis, and 
when the medical and nursing staffs are required 
to take terms of service in it, the dangers of 
ignorance are overcome. The beneficial effect is 
by no means limited to interns and nurses. All 
members of the staff, including the chiefs, when 
constantly seeing tuberculosis patients in the gen- 
eral hospital, will inevitably become more famil- 
iar with and more proficient in recognizing and 
treating the disease. 


“As an immediate sequel to the above, the 
awakening of the general practitioner of the local- 
ity to the necessity for prompt diagnosis of the 
disease and avoidance of delay in treatment has 
been found to result from the institution of a 
tuberculosis department in the local general hos- 
pital. It is widely recognized that the family 
doctor holds the key to the control of tuberculosis. 
He is the only one who comes in contact with the 
early case in private practice. If he is able to 
put his patient in the local hospital, to follow him 
up, and in some cases to treat him, this medical 
interest and standing in the community is defi- 
nitely advanced. 


“This means that tuberculosis must be recog- 
nized as a definite part of the general medical 
picture. Experts will always be needed as con- 
sultants and as the responsible staffs of sana- 
toria; but until we have the whole medical pro- 
fession interested and able to recognize the early 
manifestations of the disease, we cannot hope for 
its ultimate control. 


“No one will dispute the fact that all medical 
schools and teaching centers must have access 
to tuberculosis beds for teaching purposes. A 
tuberculosis department in a general hospital is 
necessary unless there is affiliation with a tuber- 
culosis institution within easy access of the teach- 
ing center.” 
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In Conclusion 


I have sketched briefly the role the general hos- 
pital can play in the great drama of tuberculosis 
control. It is not a job of shifting scenery or pull- 
ing ropes backstage but one of playing an impor- 
tant part with the tuberculosis sanatorium and 
the public health service as part of the cast. Yet, 
general hospitals that cannot or prefer not to par- 
ticipate and who frankly adopt the policy of re- 
fusing admittance to cases of tuberculosis can 
even then not escape certain responsibilities. 
Every hospital does admit tuberculosis. They 
enter for other reasons, to be sure, and only after 
careful examination is the chest disease discov- 
ered. It is an axiom that undiscovered tubercu- 
losis is far more dangerous than the recognized 
case. 


In the presence of frankly acknowledged 
phthisis, doctors, nurses, and attendants are on 
guard. Not suspecting the danger, they are less 
careful. The astonishingly high incidence of early 
tuberculosis among junior and senior medical stu- 
dents is significant. Where do they get it? Un- 
doubtedly from the patients they examine with 
leg ulcers, hernia, tonsilitis and scores of other 
common conditions, but who suffer, also, with un- 
recognized tuberculosis. The student’s attention 
is centered on the complaint for which the pa- 
tient enters the clinic or hospital, which throws 
him off his guard and exposes him to massive in- 
fection. Similarly, nurses in training in general 
hospitals run a greater risk of developing tuber- 
culosis than nurses serving in tuberculosis sana- 
toria. Tuberculosis might well be regarded as an 
“industrial hazard” for the medical student and 
the student nurse. The implications are clear— 
no hospital has the right to foster a false sense of 
security in its employes by inferring that they 
will not be exposed to tuberculosis and every hos- 
pital has the duty of protecting its employes. 
What precautions to take have been well pre- 
sented by Henry D. Chadwick in describing the 
technique used at the Htrman Kiefer Hospital, in 
which he includes the need of an annual roent- 
genogram of the chest of doctors, nurses and 
other hospital employes as a routine procedure. 


The day of passive service is past for the gen- 
eral hospital. The public expects leadership and 
it looks to the hospital for initiative in protecting 
the community against unnecessary disease. The 
control of tuberculosis as a community plague is 
possible. General hospitals do well to discard the 
passive role of caring only for the damaged goods 
left on their doorsteps and to assume the more 
vigorous and triumphant role of helping to stamp 
out tuberculosis. 


HOSPITALS 














Opportunity 


BOWMAN C. CROWELL, M.D. 


EN I selected “Opportunity” as my 
W xvi I had in mind speaking today of the 
opportunity for service which is now open 
to you, but the more closely I studied the situation 
in which I find myself here the more deeply was 
I impressed with the numerous opportunities that 
were opened to me—an opportunity for admira- 
tion of the beautiful hospital and school in which 
you have been trained; admiration for those who 
are conducting this school, and for those who had 
the vision to establish it in this place, away from 
the beaten paths of transcontinental travel; ad- 
miration for those, both here and in more distant 
parts of the continent, who have made possible 
the establishment and carrying on of such a 
humanitarian project conducted along scientific 
and Christian lines; admiration for the instinct 
which impelled you young women to seek the 
unequalled advantages offered by this Ganada 
Mission School for Nurses. There is afforded me 
also opportunity to envision for myself the untold 
benefits to health and sanitation that will accrue 
to those to whom you will minister, now that you 
know how to do it. I am grateful to the “big 
doctor”—Dr. Salsbury—who has honored me with 
this privilege. 


I cannot speak to a group at this place without 
referring to the late Dr. Harlow Brooks, whom 
I was privileged to count among my friends for 
a quarter of a century. He loved and served this 
institution. From him I learned much in industry 
and in his attitude toward life. When first work- 
ing as a teacher in pathology at Bellevue Medical 
School, where I first joined him, he found their 
supply of microscopic slides for class use needed 
much replenishing and he, with Mrs. Brooks be- 
side him helping him, worked long into the night 
to supply the deficiency, fixing, cutting, mounting, 
and staining the necessary sections. And this 
was done after a busy day of teaching and con- 
ducting a practice that made very heavy demands 
upon him. It seemed impossible to exhaust him. 
He carried this same industry into every task 
he undertook. And I have run across his friends 
and admirers not only in New York City, but in 
the far Orient, among the West Indies, in the 
depths of the Canadian Rockies, in Texas, and 
in many other places. I am delighted with the 
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tribute being paid to his memory by Dr. Salsbury 
in the Harlow Brooks Memorial Navajo Clinical 
Conferences. 


Nurses’ Opportunities and Responsibilities 


Members of the Graduating Class: You have a 
great advantage in the fact that you are women, 
women of a noble race. Now you are educated 
women, educated in nursing, which means educa- 
tion in the Christian doctrine of service. Great 
are your opportunities and responsibilities. Much 
more will be expected of you than of your less 
fortunate sisters who have not had the training 
that you have. Each of you will be looked up to 
in your community for advice on all matters per- 
taining to health and injuries. It is your duty 
and your privilege to distribute the benefits of 
your knowledge to those who are in need. Each 
of you readily may become the leader in your 
community, leading your associates to better con- 
ditions of health, pointing out to them how many 
diseases may be prevented, contagion lessened or 
entirely eliminated, infections avoided or com- 
bated, injuries given the appropriate first aid, 
childbirth made less dangerous, infant mortality 
diminished, life prolonged, and, through better 
health, life made more enjoyable. 


The nursing profession has advanced rapidly 
in the sixty-five years since the first American 
nursing schools were formally organized. It was 
a woman whose memory all nurses venerate, 
Florence Nightingale, who converted hospitals 
from heartless, prisonlike institutions into cleanly, 
orderly ones of the type that we today associate 
with the name of hospital. It is interesting to re- 
member that the first director of the Bellevue 
Nursing School of New York was Alice Fisher, 
who was directly recommended for the position 
by Florence Nightingale. No better example could 
be cited of an opportunity grasped than the work 
of Florence Nightingale herself during the Cri- 
mean War. It must have been the terrible con- 
dition of the wounded and dying soldiers in 
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hospitals that inspired her to improve their sur- 
roundings for their own sakes and for the sake 
of their loved ones. 


Development of Nurse Education in America 


In the sixty-five years of American nursing 
there have developed approximately fifteen hun- 
dred nursing schools in our country. You are 
becoming members of a profession that I am told 
now numbers in the United States approximately 
three quarters of a million, whose members are 
being turned out of the training schools at the 
rate of approximately twenty thousand annually. 
With this growth in number of training centers 
for nurses there has come about a very consid- 
erable degree of specialization within the nursing 
profession itself. While all within the profession 
must have a similar essential basic academic and 
clinical training, some prepare themselves espe- 
cially for clinical bedside nursing, some to act as 
assistants in doctors’ offices, some to remain in 
institutional care of the sick and injured, some 
to occupy positions of responsibility in the nurs- 
ing schools, some to become anesthetists, some to 
become record librarians, while many follow dif- 
ferent lines of public health nursing, social 
welfare work, and numerous other specialized 
branches of the profession. With ten million 
patients in hospitals in the United States in the 
course of a year, it is natural that such specializa- 
tion should have taken place, in fact, it was almost 
obligatory. However, whatever her specialization, 
one looks for certain definite characteristics in a 
nurse, and it is her duty to cultivate those charac- 
teristics. 


Art and Science of Nursing 


There is perhaps none of us here who has not 
at some time when we have bruised ourselves or 
fallen sick had the gentle nursing care of our 
mother. These mothers brought to their task a 
direct personal interest in us and a fervent desire 
to have our suffering relieved and health speedily 
reestablished. They left undone no measures that 
were known to them in order to accomplish this 
end. Few of them had the advantage of special 
training in nursing and so their abilities were 
limited by their lack of knowledge. You, as mem- 
bers of the nursing profession, now have had the 
training which our mothers lacked, and know 
many means of more speedily and more efficiently 
attaining the ends they sought. But never should 
a nurse forget that the same inspiring, personal 
interest that the mothers had is a very large 
factor in contributing to the success of her work. 
Nurses are good nurses in proportion as they 
approach a mother in spirit. You remember the 
passage of Scripture which lists several qualities 
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which sound eminently desirable to have, and 
which ends with the statement that “Though I 


' speak with the tongues of men and of angels, and 


have not Charity, I am become as sounding brass 
or a tinkling cymbal. . . .” That passage has, to 
my mind, a broad application to nursing. The 
patient, from the nurse’s standpoint, should al- 
ways be a person, not a case. Patience, perse- 
verance, kindliness, tact, sympathy, will overcome 
many obstacles that pure science alone would have 
difficulty in surmounting. As in the practice of 
medicine, there is an art as well as a science in 
nursing. 


Many years ago I heard an elderly professor 
of ophthalmology giving a graduating address to 
a class of nurses. He had married late in life and 
was inordinately proud of the little son who had 
come to them. He was a bit overbearing in his 
attitude toward the nurses and inclined to belittle 
the extent of their knowledge. He said to them in 
effect, “You think you know all about a clinical 
thermometer. Why, I have a five-year-old boy at 
home who knows more than you do about it. He 
can actually tell time by it. He knows that when 
it is light enough in the morning for him to read 
the thermometer it is time for him to get up.” 
Perhaps that man betrayed a certain degree of 
childishness himself by this allusion, and perhaps 
on the other hand he did enunciate a principle 
that it will be well for all of us to bear in mind, 
and that is that ingenuity frequently will enable 
us to accomplish unexpected results. Experience 
in actual practice will teach us things that cannot 
be learned in school. The saying that “Necessity 
is the mother of invention,” though spoken some 
four hundred years ago is as true now as it was 
at that time. 


Overcoming Handicaps 


And so one of the grand opportunities that you 
will have is that of exercising your ingenuity to 
overcome the handicaps to which you will some- 
times be subjected. Your work will take you at 
times into surroundings far different from those 
in which you have been trained. You will not 
always have all of the equipment, material, and 
assistance to which you have become accustomed 
during your period of training. Already prepared 
sterile dressings and instruments, electric steril- 
izers, and certified milk will not be available for 
the asking when you are suddenly called upon to 
act as a midwife and provide for the baby, or at 
another time to staunch a bleeding wound. But 
if you have absorbed the principles underlying 
the various technical procedures that you have 
been taught you will be able yourself to provide 
effective substitutes. In a recently much talked 
of book, “The Citadel,” the hero of the story, a 
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doctor, displayed admirable courage and ability 
to meet the unexpected circumstances when in 
the depth of a mine where it was instantly ex- 
pected that the overhanging roof would cave in 
he amputated an arm pinioned under an immov- 
able mass rather than leave the victim to be 
killed alone by the inevitable cave-in. Coolness 
and measured judgment under such circumstances 
may be difficult, but a trained mind and a love 
of human beings which prompts a desire to serve 
will make possible many remarkable feats. An 
entrancing and profitable pastime is to imagine 
possible emergencies and plan how they should be 
met so that at the actual moment of need you will 
not be caught unprepared. 


There is no question but that a woman’s intui- 
tion is keener than a man’s, and can often be 
brought into play for the benefit of the patient. 
An English author stated this in a different way 
when he said, “Women are wiser than men be- 
cause they know less and understand more.” 


Assets of the Nurse 


Other attributes that a nurse-must cherish are 
self control and self confidence, which are fre- 
quently as great assets as are knowledge, skill, 
judgment, and devotion. These qualities will 
inspire confidence and open up opportunities of a 
higher order. Once your people learn what you 
can do for them, learn to trust you for your 
knowledge, and to love you for your spirit of 
service, you will find a definite sphere of useful- 
ness and your progress in building a truly suc- 
cessful life will be assured. Your qualities of 
leadership will be recognized and your sphere of 
influence for good will be enlarged as you show 
your nobility and unity of purpose, your keen- 
ness of intellect fired with imagination, and as you 
display the courage of your convictions, your 
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clarity of thinking, the agility of your brain, and 
your presence of mind. 


Your ambition will make you wish to attain a 
high place in your profession. You now have the 
ground work on which to build, and industry is 
one of the first essentials to success. It was the 
poet Longfellow who said: 


“The heights by great men reached and kept 
Were not attained by sudden flight, 
But they while their companions slept 
Were toiling upward in the night.” 


Another of your opportunities will be to inter- 
pret to your people the benefits to be derived from 
the hospital to which I am sure you will feel 
allegiance after you have left it. May I suggest 
that the influence that you now have in your own 
communities, and which you will doubtless wish 
to enhance, may profitably be exerted on the chil- 
dren through education of them in the methods 
of scientific medicine with which you have become 
familiar. Teach them that the doctor is one of 
their best friends, and not one to be feared, and 
their parents and other relatives will get the 
benefit of your teachings. 


But why have I said all of these things to you? 
During the years of your training all of this 
advice has been given you in a practical way by 
your teachers who have been in a position to 
demonstrate to you the practical application of 
the principles that I have enunciated. However, 
with the countless details of your strenuous work 
some of these may have been lost sight of, and 
I interpret the function of the nurses’ graduating 
address as simply a reiteration and recapitulation 
of some of the bits of wisdom that you have 
gathered during your training. Nothing is given 
so freely as advice. Every profession has certain 
ideals and many of these professions have em- 
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bodied their ideals in some form of a credo or 
pledge which becomes virtually their code of 
ethics. The Hippocratic oath of the medical pro- 
fession is the oldest of these and has served as 
a model for many of the others. You are all 
familiar with the Florence Nightingale Pledge— 
one of the most beautiful documents ever penned. 
May its “I will’s” and its “I will not’s” ever be 
present in your minds and may you be given the 
strength to live up to them. 


For this particular class of nurses that it is 
my privilege to meet I envision careers of useful- 
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ness such as have not been equalled. Opportunity 
is yours, you are trained to meet it, and I know 
that you will prove worthy of the trust placed in 
you. You know that your teachers are interested 
in your future and anxious to help when you en- 
counter problems that you feel you alone cannot 
solve. You can help them to help your people, 
And I, as a stranger to you, am deeply interested 
in what you represent—the product of a most 
worthy effort. By my position here tonight I am 
authorized to extend the best wishes of everyone 
to you, which I do most heartily and most sin- 
cerely. 





Cooling the Laundry 


As washed linen leaves the extractor it con- 
tains an average of one-half pound of water in 
each pound of linen dryweight. In the drying and 
finishing processes this water must all be evap- 
orated in tumbler, in flatwork ironer, or on 
presses. The tumbler is equipped with a vent flue 
through which this moisture and heat is con- 
ducted to the outside atmosphere. But ordinarily 
only twenty per cent of the linen is dried in the 
tumbler; the remaining eighty per cent is dried 
on either flatwork ironer or presses, and the mois- 
ture plus the heat radiated from the machines is 
ordinarily allowed to mix in the air of the laun- 
dry area. 


Engineers estimate that the heat radiated 
from these machines is three times as much as 





A Typical Canopy for a Flat Work Ironer 
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would be necessary to heat the entire laundry area 
to seventy degrees F. when the outside tempera- 
ture is at zero. 


It is mathematically demonstrable, and a mat- 
ter of every day observation, that the moisture 
evaporated is sufficient to keep the moisture con- 
tent of the air at saturation point in addition to 
the large amount that condenses on walls, win- 
dows, or other objects in the room whose temper- 
ature is below the dewpoint of the general room 
air. 


There can be no doubt that even with the best 
of general ventilation the high temperature and 
high humidity greatly lowers the efficiency of the 
workers as well as constituting a definite health 
hazard. The U. S. Department of Labor in the 
investigation of a serious outbreak of conjunc- 
tivitis among laundry workers found that the 
conjunctivitis was the result of excessive perspi- 
ration running into the workers’ eyes plus their 
repeated wiping of their eyes. 


This difficulty may be largely remedied by the 
installation of a canopy or hood over the flat work 
ironer with a vent flue and fan to the outside 
air. This canopy fits over the entire machine 
leaving only the feeding and delivery ends open. 
Most of the heat is radiated and all of the mois- 
ture is evaporated near the top of the machine. 
With a mechanical exhaust from the canopy to 
the outside, the air enters at the bottom thus caus- 


ing a positive air and moisture movement in the. 


desired direction. The effect of such a refinement 
is immediately evident in the increased efficiency 
of all the laundry personnel. 
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Poor Patients in Hospital Wards 


SISTER RICARD 


on a subject close to my heart, one which may 

be said to explain the existence of our Com- 
munity, the Sisters of Charity, I wish to present 
to you the need of making the best possible pro- 
vision for the invalid poor. 


Our Duty to Our Ward Patients 


Even if it is our duty to show love and care of 
invalids of every sort, it seems to me we are 
bound to pay particular attention to the poor pa- 
tients in our hospital wards. Poor patients, who- 
ever they may be, are usually more or less dis- 
tressed and ill at ease in an environment which 
is wholly strange to them and involves contact 
with those who are entire strangers. Moreover, 
the timid and the sensitive find it difficult to ad- 
just themselves if they are suddenly surrounded 
by neighbors who differ from them in education 
and social training. Often too, the way in which 
they have heard people speak of hospital wards 
has been unfavorable; they enter the hospital 
filled with prejudices, which only the best of care, 
kindness, and personal devotion can dispel. It is, 
therefore, of great importance to inspire our pa- 
tients with feelings of confidence and security 
from the moment of their arrival; first impres- 
sions largely determine the amount of good pa- 
tients receive from the hospital care. On the one 
hand, these impressions may make the patient 
confident, hopeful, and ready to submit willingly 
to everything required, or, on the other, they may 
make him restless and suspicious and so likely to 
show unfavorable physical reactions. 


Therapeutic Value of Clean and Pleasant 
Surroundings 


[’ the hope of making some modest suggestions 


It is a great mistake to let a poor patient sus- 
pect that he is only a “case” rather than a per- 
son; that as a “case” he may be possibly of more 
or less interest, but that as an individual, suffer- 
ing perhaps more in spirit than in body, he is 
only to be ignored. Once installed in the hospital 
ward, he will probably find more comfort and care 
than he could have anywhere else; yet it is also 
highly important that doctors and nurses show 
such an interest in the patient personally as to 
give him a conviction that they will do all in their 
power to ensure him best chances of recovery. 

Several years ago, a newspaper-writer pub- 
lished an article on “Beauty in the Hospital.” 
With full appreciation of this work of his, I wish 
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he might be inspired to write another on “Kind- 
ness and Personal Sympathy in the Hospital.” 
We are all in sympathy with this writer’s plea 
for Beauty in the surroundings of our patients. 
We would like to provide them not only with com- 
forts, but also with luxuries. We know the value 
of having all their surroundings restful and at- 
tractive as an aid to their convalescence. Beauty 
is a good, ugliness an evil. Yet surroundings 
need not be ugly, even if they have to be very 
simple and very plain; and there is one form 
of beauty, a necessity which ranks as one of 
the highest luxuries, at which all of us who 
have care of the sick must constantly aim, that 
is the necessity and luxury of cleanliness. Noth- 
ing induces more to the welfare of our patients 
than that everything about them, their bodies, 
their beds, their wards, should be kept as nearly 
spotless as possible. There are few places where 
this is more difficult than in a hospital ward. It 
can only be had at cost of constant watchfulness 
and constant hard work; but we can often pay 
in hard work for things which we could not secure 
with money. Neatness and orderliness are two 
of the strongest environmental influences that 
counts for so much in comfort, convalescence, and 
cures. They constitute the background for any of 
the beauty or luxury we can give our patients. 
Especially do our poor patients need to have estab- 
lished for them stricter standards of cleanliness 
than they have ever established for themselves; 
often they find some of our requirements irksome; 
but, in the long run, nothing counts for more in 
their physical welfare or is more appreciated. If 
they come from homes filled with dirt and dis- 
order, or from no homes at all, all the more must 
we try to provide that cleanliness which is next 
to godliness in our hospital wards. Among the 
highest beauties of the hospital are clean patients, 
clean beds, and clean floors. 


Kindness and Sympathy 


But when all has been said on the desirableness 
of Beauty, there is a greater desirableness for 
Kindness and Sympathy, especially in regard to 
our poor patients. Far better than pictures of 
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the great masters, than flowers and luxurious ap- 
pointments arranged with taste, will we find for 
promotion of the welfare of our patients the un- 
derstanding spirit of true charity. That is the 
ideal for us all to follow in obedience to a uni- 
versal law affecting all creation from lowest to 
highest, that all lesser things must be so used 
as to secure the greatest good of all. “If I should 
distribute all my goods to feed the poor, and if I 
should deliver my body to be burned, and have 
not charity, it profiteth me nothing.” 


Every sick person, as we all know, becomes in 
some degree a child, a human being in need of 
support, protection, and help, almost uncon- 
sciously self-abandoned to the disinterested love 
of some other person. In a word, he wishes and 
wills to be protected. He longs for compassion 
which his spirit hopes to find in the twofold power 
of others to understand and to soothe him. 


The poor patient makes special claims on 
our sympathy. Removed from his ordinary sur- 
roundings and course of life, he is especially liable 
to be seized with melancholy. His personal cares, 
worries and needs, probably increased by enforced 
inaction, become obsessions. Many who have 
taken pride in their health, experience in times of 
weakness a sort of humiliation which irritates 
them. It is necessary for the doctor and the nurse 
to grudge no time or trouble to detect this 
sort of distress, that they may bring the neces- 
sary solace. Confronted by kindness, the greatest 
sufferer forgets pain, the most discouraged re- 
. covers hope, the worst grumbler becomes fairly 
good-natured. Even the insensibility of a wood- 
man may be vanquished. One incident, among a 
thousand that might be cited, will illustrate. 


To one of our hospitals, some time during the 
past two years, came a man whose occupation was 
that of a trapper. He was suffering terribly from 
pains in the stomach apparently caused by ulcers. 
An operation was performed with utmost care by 
one of the house surgeons, only to disclose that 
the disease was fatal. The nurses, although know- 
ing the case hopeless, showed every interest and 
care, despite the fact that to all their kindness 
the sick man only responded by bursts of anger, 
sometimes even by curses. The doctor, though 
ready to do all in his power, thought best to make 
his visits infrequent to avoid the man’s tiresome 
and useless complaints. The trapper noticed this, 
thought himself neglected and assailed one of the 
nurses: “I know that the doctor is ashamed of 
the bad job he has made with me; that is the 
reason he keeps away.” The nurse tried to re- 
assure him, and spoke tactfully of the doctor’s 
regret.he could not effect a cure, a fact not be- 
fore told the patient for fear of making him 
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worse. The man was at last convinced that he 


_had not been neglected, and that doctors and 


nurses were doing all in their power to secure his 
comfort. The nurse’s sympathetic words at last 
made their impression. There was a sudden 
change; the man became more trustful; he who 
at his arrival had shown himself such a rebel, 
became responsive and resigned, and so continued 
until the moment of death. The kindness and 
patience of doctor and nurses had helped him to 
gain a self-control which brought a sort of eternal 
serenity, which, we may hope, he still enjoys. 


Clearing Away Hospital Prejudices 


Too many people have prejudices against the 
hospital. The hospital must prove its usefulness, 
its necessity, its benevolence, by becoming day 
by day a more effective instrument for restora- 
tion of health, moral as well as physical. Poor as 
well as rich must have no fear of our institutions, 
nor dread being taken to them for treatment. All 
those who have been cared for by us should return 
to their homes with their feelings of joy at their 
recovery mingled with regret at leaving us, and 
with a disposition to come back to us, should cir- 
cumstances compel. Moreover, it is necessary to 
interest people in general in our hospital. It is not 
always their fault if they show no interest; they 
do not know the difficulties of our practical prob- 
lems, nor the facts concerning our costs of main- 
tenance, and of all the benefits which they secure. 
It is good work to keep them informed. 


I beg permission to express a hope that special 
thought will be given to that charity which makes 
us regard the poor man as a friend, better still, 
as a brother. It is well for us to remind ourselves 
that we are enlisted in the great work which 
Christ undertook toward those whom He re- 
garded as a flock, of which He Himself is the 
Good Shepherd. And this flock, looking upon us 
may rest assured that all interests are understood 
when it falls to our lot to ease bodily suffering and 
to show sympathy with any member of that great 
human family of which we ourselves form part. 
Every grief touches us; every groan lies within 
our own kingdom; every form of suffering within 
our proper domain. ; 


To keep ourselves up to the height of our task, 
we may count upon the help of Providence and 
upon the aid of friends and benefactors, as well 
as—which goes without saying—upon the skilled 
guidance and support of the doctors. In St. 
Mary’s Hospital this guidance and support never 
fails us. These gentlemen, be it said in their 
praise, have worked unceasingly in loyal cooper- 
ation with us, giving us the inspiration of their 
own high ideal and having no goal in sight but 
that of the common good. 
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Safeguarding Patient Against Unnecessary Surgery 


A Plan to Set Up a Regional Consultation Service 
Part I—The Risks of Surgery 


J. J. GOLUB, M.D. 


the risk to the patient that it was when 


G ine sik today highly skilled, is no longer 
Lister called it “the bloody and butcherly 


department of our art.’' But the margin of un-. 


certainty is still large enough to merit the fullest 
consideration. True, most illness conditions give 
reasonably clear and palpable indications for sur- 
gery; it is equally true that in many the decision 
in favor of surgery as against conservative meas- 
ures is difficult. There are instances, however, in 
which there is observed an exaggeration, even 
a wilful misinterpretation of clinical signs and 
symptoms favoring surgical intervention; they 
are frequent enough to constitute a problem. The 
health and life of patients are imperiled; the tra- 
ditional public confidence in the medical profes- 
sion and hospitals is undermined. The conse- 
quences of the first are self-evident; as for the 
second, it is well to recognize that the medical 
profession is deceiving itself if it believes that a 
laissez-faire attitude can save its honorable status 
in society. Indifference is often identified with 
tolerance and mistaken for sanction. While the 
greater number of practitioners do have good 
medical education, are proficient, experienced, 
ethical, modest, and merciful, and minister to 
their patients with good medical advice and care, 
there still are many to whom, sometimes uncon- 
sciously, medical ethics is only a phrase in the 
dictionary. If this sounds extreme, let us recall 
how many critical observers notice how every 
year the public confidence in the medical profes- 
sion becomes more precarious. 


A surgical operation is something irretrievable. 
If a patient does not do well under medical treat- 
ment, the treatment can be changed. If he does 
not do well after operation, it is often impossible 
to bring him back to his state before the opera- 
tion. Clearly indicated surgery performed by 
skilled surgeons does violence to living tissue, 
exposes the patient to infection, bleeding, surgical 
shock, death from anesthesia, and such sequelae 
as pneumonia, embolism, and adhesions. What 


*The problem of qualifications of physicians and surgeons from 
the standpoints of adequate medical education and adequate ex- 
perience is, of course, an old story. The creation and activities 
of the Certifying Boards for the Practice of the Specialties are 
- indication that it is recognized that efforts are afoot to solve 
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then might be said of surgery performed under 
circumstances not so ideal? 


Clearly indicated and skillfully performed sur- 
gery is a risk, but a relatively small one. 


Clearly indicated and poorly performed surgery 
is a great risk. 


Skillfully performed surgery when not indicated 
is stupidity, gross misconduct, or both. 


Poorly performed surgery when not indicated 
is not only stupidity or gross misconduct or both, 
but it borders on assault with a dangerous 
weapon, and may be murder. 


Unnecessary Surgery 


In the United States about 30,000 to 40,000 
graduates in medicine* (or one out of every four 
or five practitioners) perform surgery. A study 
of 9,000 families consisting of 39,185 individuals 
in 130 localities in 18 states, made by the United 
States Public Health Service, indicated that each 
year there are 65 surgical operations for each 
1,000 persons.* This would mean that in the en- 
tire population of the country, about 8,000,000 
surgical operations are performed each year. This 
figure includes both major and minor operations, 
although it is difficult to delimit the types. In 
New York City alone, in 1934 at least 319,809 
surgical operations were performed, and at least 
an equal number each subsequent year. In the 
United States during 1936, “one person in fifteen 
became a hospital bed patient’”® and in New York 
City at least one person in 23 submitted to a 
surgical operation. London has about as many 
people as New York City, and 258,500 of them 
underwent surgical operations in 1935, that is 
one in 30.° It is now generally held that the rate 
of surgical operations is increasing faster than 
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the population, and that the rise has been con- 
tinuous for several decades. The disproportion, 
especially in recent years, cannot be altogether a 
result of scientific advances enabling more ac- 
curate diagnosis and improved surgical tech- 
niques. There are other, and disturbing causes. 
Surgical operations are being performed on the 
unconfirmed advice of a practitioner of medicine, 
who, to be sure, is licensed by the state but is 
not always competent to recommend or to per- 
form surgery. There is another type of practi- 
tioner who is likely to advise surgery when it is 
not clearly indicated, and knows it. If he does 
not himself perform surgical operations, he may 
seek the help of so-called surgeons who may not 
be proficient* or who may be unscrupulous, or 
both. “A member of the National Board of Med- 
ical Examiners, also a member of one of the spe- 
cialty boards,” discussing a related aspect of the 
problem writes: “The question is a very serious 
one, for I am convinced, with many others, that 
ill-advised and in many instances unnecessary 
surgery is responsible for considerable illness and 
for many deaths.” 


It has been frequently observed that many 
surgeons manifest an eager desire to operate and 
an intense urge to operate without delay upon 
patients with non-emergent conditions, and fail to 
take enough time for clinical observation and 
study of their patients. Residents and interns of 
many municipal and voluntary hospitals have been 
observed to perform surgical operations on the 
strength of their own diagnosis and without su- 
pervision. Necessities, though laboratory tests 
and roentgenographic examinations are in the 
diagnosis of many conditions, there is evidence 
that because of them clinical manifestations are 
disregarded, and they alone are used to determine 
whether or not to operate. 


Qualified and unbiased observers say that all 
this leads to unnecessary and avertible surgery. 
Their testimony is a warning to the public and a 
challenge to the medical profession. The study 
of why unnecessary surgery occurs shows the 
most frequent causes to be: 


1 Unethical practices and the lure of larger 
fees 

2 The urge to operate 

3 Haste to operate upon non-emergent con- 
ditions 

4 The surgeon’s personality traits 


Let us consider them in their order— 


1 Unethical Practices and the Lure of 
Larger Fees 


The already restless public will not always con- 
tinue to remain passive while the knife is so often 
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used on the patient for the financial cut, the ob- 
stetrical forceps for the extraction of a fee, and 
blood transfusions for improvement of the mone- 
tary circulation. Signs of righteous resentment 
against fee-splitting are numerous, and the ex- 
pectation of corrective action by the medical pro- 
fession is considerable. 


Since the turn of the century, the flow of new 
knowledge concerning the prevention, recognition, 
and treatment of disease has been steady and com- 
forting. There is available to doctors’ offices and 
the community hospitals equipment adequate for 
any taste and any emergency. The very poorest, 
in most instances, can get medical service in the 
patient’s home, in the physician’s office, and in 
the hospital. Physicians, nurses, and technicians 
singly and jointly attend each patient as if he 
were the only sick person they have to consider. 
To the care of the sick there is today applied a 
proficiency and precision able to split the seconds; 
it can, however, hardly be essential that such 
proficiency and precision should be governed by 
the techniques of the split fee. Commenting upon 
this matter, 


“a pathologist in the middle west, FACP, fellow, 
American Society of Clinical Pathologists,” says: 
“T put in three mornings a week as pathologist 
to one of our large hospitals, and I have a choice 
collection of appendices, uteri, and other organs, 
which have been removed, if sincerely, then un- 
consciously, for revenue only .. . I still have not 
satisfactorily solved the question in my mind 
whether the public is merely getting what is com- 
ing to it for not properly appreciating medical 
talent when these enthusiasts of the scalpel trim 
them by mass production methods; or whether 
the medical profession is being repaid its due by 
public callousness and mistreatment, because it is 
neglecting one of its main duties: the active edu- 
cation of the public.’’® 


Why fee-splitting? Some say, because the fee- 
splitters need the money—the big word is “eco- 
nomic determinism.” Others say, human nature 
is weak and cannot resist the temptation of larger 
fees. They think that we must change the social 
system to put an end to fee-splitting, and in this 
way strengthen the weak-willed doctor. But 
changing the social system is not practicable, and 
is not necessary. There are easier, simpler, and 
more obvious ways of putting a stop to fee-split- 
ting. A pitiless publicity concerning the evils it 
brings in its train, and a well-directed and vigor- 
ously-corrective program would do the trick. It 
might even do something for the ethics of the 
profession. 


Unnecessary surgery is not the only evil due 
to fee-splitting. Among others are: 
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a Selection of incompetent surgeons and con- 
sultants 

b Unnecessary employment of consultants 

ce Displacement of qualified and ethical prac- 
tioners 

d Demoralization of the physician receiving 
unearned money for having referred the 
patient, and of the payer in realizing that 
his practice consists of patients he buys 
from other doctors 

e Degradation of the standards and mem- 
bership of the medical profession, and the 
disillusion of the new swearers of Hippo- 
crates’ oath 

f Unneeded laboratory and x-ray examina- 
tions 

g Overcharge of patients, since they are pay- 
ing two physicians instead of one, as they 
think 

h Growth in the number and income of cer- 
tain types of proprietary hospitals. These 
neither control adequately nor properly 
supervise surgery 

i Concomitant increase in the number of 
unoccupied private beds in voluntary and 
qualified proprietary hospitals 


2 The Urge to Operate 


The evidence points to an uncontrollable urge 
in some surgeons to operate as another cause of 
unnecessary surgery. While rather unusual, in- 
deed hardly inconceivable, it is reported in one 
hospital, “. . . that in 28 of 35 appendectomies 
performed over a comparatively brief period by 
the chief surgeon, the appendix removed was nor- 
mal.”® A number of these appendectomies may 
have been performed for future safety. The ques- 
tion would then arise, “Is such a procedure justi- 
fiable?” 


A considerable number of surgeons have minds 
entirely closed to any other technique of therapy 
than surgery. Often this mentality is due to 
their being highly specialized. Such a mentality 
is rarely seen in the conscientious surgeon faced 
with the responsibility of choosing between sur- 
gery and something else. The something else is 
rarely an alternative for it. I call attention to 
the conclusions reached in a study of conserva- 
tive alternatives to surgery to treating carbuncles 
of the face. The study concludes: 


“The great majority of surgeons employ crucial 
incisions or cautery excision of carbuncles, where- 
as the great majority of dermatologists employ 
conservative methods, including x-rays, vaccines, 
bacteriophage, and topical applications. 


“The average duration of treatment of car- 
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buncles under surgical treatment is almost twice 
as long as under dermatologic treatment. 


“The mortality from carbuncles is low in both 
groups, but it is more than three times as great 
under surgical as under dermatologic treatment. 


“Cosmetic results in our experience are in- 
finitely superior under the conservative methods 
used by dermatologists as compared with the rad- 
ical surgical procedures.”*® 


The ineffectiveness of the fusion operation for 
tuberculosis of the spine is demonstrated in a ten- 
year study of this condition. The study surveyed 
43 patients, 26 of whom were treated by the 
fusion operation, and 17 by conservative meas- 
ures. The conclusions reached are: 


a In the unoperated group, 876 days was 
the average duration of treatment; in 
the operated group, 1,215 days. In other 
words, the operated cases, although 
matched impartially against the unoper- 
ated group, required 40 per cent longer 
time for their cure.” 

b Abscesses or sinuses developed following 
fusion operation in about 20 per cent of 
the cases; in the unoperated group in 18 
per cent of the cases. “In other words, 
abscesses developed with about the same 
degree of frequency in the two groups.” 

c Four cases of paraplegia occurred in each 
of both groups. “The percentage was 
therefore slightly larger for the patients 
not operated on.” 

d “Can recurrence take place after a suc- 
cessful fusion procedure? It is obvious 
that they can.” 

e As to the prevention of deformity, “No 
particular difference could be observed be- 
tween the patients not operated on and 
those operated on.” 


Then there is the matter of tonsils. The opin- 
ion is widespread that too many are needlessly 
removed. In the 65 surgical operations per year 
for each 1,000 of the population, there are 18.0 
tonsillectomies and adenoidectomies.'* This means 


‘about 2,200,000 such operations for the entire 


124,000,000 Americans. Such operations are about 
27 per cent of all surgical operations. There are 
well-meaning practitioners who can seldom see 
any tonsil as normal; and, again, there are others 
not so well-meaning, who rarely find that a pa- 
tient does not require tonsillectomy. As one 
writer observes: 


“The accepted indications for tonsillectomy are 
open to criticism. Removal of the tonsils does 
not necessarily improve cases of middle-ear dis- 
ease, snoring, or nasal catarrh.” He finds that 
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‘Sinusitis was commoner in children who had had 
tonsillectomy than in those whose tonsils were 
intact.”* 


Another investigator writes: 


“One of the most confusing of the issues has 
been the dictum that an infected tonsil should 
come out. ... It sounds so reasonable that it has 
rarely been questioned. . . . It seems that for 
children at least it would have a salubrious effect 
on the physician’s attitude if he abandoned the 
stereotyped ‘diseased and hypertrophied tonsils 
and adenoids’ and substituted ‘frequent sore 
throats’ or whatever the complaint and indication 
is in each case.’’* 


Many conscientious practitioners now believe 
that fewer deviated nasal septa require resection ; 
that the benefit of many sinus operations is doubt- 
ful, and that many suspected mastoid inflamma- 
tions would subside without surgery. 


“In all conditions of acute purulent otitis media 
a potential mastoiditis is present but this fact 
does not necessarily warrant the case to be one of 
surgical mastoiditis.’”® 


There is evidence that fewer patients need ap- 
pendectomy than get it. Says a writer: 


“While it is vitally important to recognize and 
act on symptoms urgently indicating surgical in- 
tervention in acute abdominal catastrophes, it is 
equally important to appreciate the source of 
threatening symptoms caused by conditions not 
amenable to surgery.’’'® 


Yet, appendectomies are 5.67 of the 65 surgical 
operations for each 1,000 of the population. This 
would make 700,000 each year in the entire coun- 
try. On the question of appendectomy for chronic 
appendicitis, a surgeon writes: 


“It is significant that appendectomy relieves 
the symptoms in only about half of the patients in 
whom a diagnosis of chronic appendicitis is 
made.””?” 


Now in the United States about 20,000 persons 
die annually from appendicitis; and no doubt 
many die because the operation comes too late. 
Certainly the American people are as well in- 
formed of the dangers of delayed surgery in ap- 
pendicitis; they certainly do not have fewer hos- 
pitals and hospital beds at their disposal than 
people anywhere in Europe; they are certainly 
as well protected by aseptic technique and ex- 
pert nursing; and American surgeons are cer- 
tainly not less competent than their colleagues 
abroad. Yet, we are told: 


“Appendicitis as a cause of death is more fre- 
quently reported in the United States and Canada 
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than in any other country of the civilized world. 
The death rate per 100,000 in these two countries 


’ during recent years has averaged around 14 to 


15, whereas in Europe it has ranged from 3 in 
Spain to 12 in Switzerland. Furthermore, despite 
wider knowledge of the pathology of the disease, 
improved operative technique, and added hospital 
facilities, the mortality from appendicitis is today 
much higher among us than it was a quarter of 
a century ago.’’'® 


“.. It is amazing, but none the less true, that 
its (appendicitis) surgical treatment still entails 
a mortality which, according to our most reliable 
sources, actually exceeds the figure which was 
claimed for its medical management forty years 
ago.””!® 


Conclusions reached by two investigators of 
chronic appendicitis show that many surgeons 
indeed see all diseases only in the light of their 
own specialty. They say: 


“Attention is directed to the great number of 
appendectomies performed for cases of the 
spastic, irritable or unstable colon syndrome, un- 
der the erroneous diagnosis of so-called ‘chronic 
appendicitis.’ ” 


“Unnecessary surgery can be avoided by more . 
careful investigation of the patient’s history and 
physical findings and key-points of emotional 
and psychic disturbances, domestic, social and 
working environment, hygienic habits and other 
important diagnostic features, such as stool-shape 
and mucus, spastic sigmoid and other points pre- 
sented by table-form in importance of diagnostic 
frequency.”*° 


Let us now turn to obstetrics. The generally 
high mortality among mothers and babies is no- 
torious. The bearing on it of cesarean section and 
the application of forceps want much study. There 
is plenty of room for improvement. A teacher in 
a medical school writes that he is appalled by the 
increasing tendency displayed by students to 
answer any question on complicated labor by the 
simple formula, “Do a cesarean section.” The 
number of cesarean sections is increasing in spite 
of the fact that the maternal death rate is from 
5 to 10 per cent. It would appear that the indica- 
tions for cesarean section have been unduly broad- 
ened, so much so that 1 to 3.25 per cent (depend- 
ing on locality) of all births in the United States 
are effected by means of this operation. Out of 
2,200,000 births a year, more than 25,000 were 
by cesarean sections. 


“Three-fourths of these sections are undoubt- 
edly unnecessary ... close to 2,000 women are 
unnecessarily sacrificed each year due to this 
urge to operate.”” 
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Many observers agree that: 


“A diminished cesarean section incidence .. . 
would result in bringing our national maternal 
death rate down more nearly to that of other 
countries where vaginal delivery is more common 
and where the physiologic character of labor is 
better appreciated.” 


In a pithy paper on the subject, attention is 
called to: 


“Many obstetricians throughout the country 
decry and deride the widespread use of Caesarean 
section as ‘meddlesome obstetrics,’ and maintain 
that it contributes greatly to the maternal mor- 
tality statistics. It is therefore necessary that 
some attempt be made to obtain correct informa- 
tion in connection with the Caesarean operation, 
which would be acceptable both to the public and 
to the medical profession.” 


There are evidences that the use of surgery: as 
a curative technique is pretty close to the maxi- 
mum in a number of conditions. Once this maxi- 
mum is reached, a decline must inevitably set in. 
Today more than one-half of the patients in gen- 
eral hospitals are treated surgically. The prog- 
ress of the science of medicine must reverse this 
situation, and the time is not far off when more 
patients in general hospitals will be treated with- 
out resort to surgery. The increase in the use 
of surgery in certain directions will not offset 
the decrease in other directions. For instance, 
as diagnosis and technique develop, operations on 
the chest, and on the brain and cord, will increase 
in number, but with an improved understanding 
of the glandular functions, there will be a de- 
crease in the number of operations on the female 
genital tract and breast (which form so large a 
proportion of all operations). However surgeons 
may at present feel about it, this will be progress 
and not regression, for the progress of medicine 
naturally implies more effective methods of pre- 
vention of disease based upon more scientific 
knowledge of etiology and pathogenesis, which 
would lead to a reduction of the incidence of sur- 
gery as against other methods. 


How high the urge to operate can rise with 
some surgeons is shown by observations made by 
many writers ia almost all branches of surgery. 
It gives pause to the more reflective members of 
the profession, and there is evidence of a good deal 
of public disquiet. 


3 Haste to Operate Upon Non-Emergent 
Conditions 


Everybody knows the good that surgery clearly 
indicated and skillfully performed can do. But 
when it is undertaken hastily upon non-emergent 
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conditions, it is unnecessery surgery. Only emer- 
gently sick persons require undelayed surgery, 
and their number is small. Too often not enough 
time is taken to observe patients before opera- 
tion. The vast majority of sick persons can wait 
and would be benefited by careful study and ob- 
servation of their conditions. Where the quality 
of medical care is high, patients with non-emer- 
gent conditions admitted to a hospital in the 
morning are not operated upon in the afternoon 
of the same day. Not carrying out Monday’s 
hasty decision often changes on Tuesday to in- 
stituting conservative treatment. Adequate pre- 
operative rest and unhurried preoperative prep- 
aration of patients with non-emergent lesions 
would lessen their risks from surgery, and this 
takes time. As it is, there are more daytime 
“emergency operations” than there should be, 
while night “emergency operations” are indicated 
in perhaps only half their number. 


“Night operations are dangerous. It is strongly 
suspected if a careful examination of morbidity 
and mortality statistics covering the so-called 
emergency operations performed from dark to 
dawn could be made that these percentages would 
be startlingly high. . . . The fatigue of the op- 
erator and his assisting staff, the real or imagined 
lack of time for a thorough study of the patient, 
and the spirit of hurry, often unnecessary, all 
tend to breaks in technique and the exercise of 
faulty judgment.” 


4 The Surgeon’s Personality Traits 


Other sources of unnecessary surgery are sur- 
geons’ personal traits. In some surgeons, egotism, 
obstinacy, or dogmatic assurance, singly or to- 
gether, tend to lower the quality of medical care. 
The self-centered surgeon is often demanding, 
consciously or subconsciously, “How dare you dis- 
agree with my decision?” Psychologists would 
probably attribute this to an inferiority complex 
centering in felt and, perhaps, acknowledged igno- 
rance of medical advances. Such a surgeon needs 
a restraining influence. Perhaps his tempera- 
ment and personality could be controlled if, in 
any given situation, he were obliged to lay before 
colleagues the reasoning on which he decided to 
operate. Under such conditions, it might come 
home to him, for his own good and his patient’s, 
that the purpose of surgery is to cut away dis- 
eased or dead tissue, to drain infection, to release 
pressure or to correct deformity, and not to prove 
or disprove some person’s diagnosis. 


The press plays a part in this complex. Some- 
times a common enough operation—usually one 
frequently performed by many competent and 
modest surgeons—is described in a newspaper as 
miraculous, and the surgeon as a miracle worker. 
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In point of fact, it is the patient who was the 
hero, but the flattery does its work. The pub- 
licity brings more patients for more such opera- 
tions and expands his ego. In his own eye, he 
is now the “great”? man in the field and of un- 
shakeable authority in medicine. But for the 
good of the profession as well as the patient, he 
must be helped to a more modest attitude: helped 
to recognize that the medical arts and sciences 
provide freely and equally to all the knowledge 
and experience which distinguish a good doctor 
from a bad; that he has peers and even superiors, 
that wisdom is never dogmatic, and that science 
depends upon an open mind, ready respectfully 
to weigh and consider all alternatives. 


A contrasted type is the surgeon who, calmly 
and in words hardly above a whisper, supports 
his decision to operate with, “What harm could 
it do?” This type must learn and respect the 
import of the question, “What good could it do?” 
He must be helped always to seek adequate an- 
swers to the question, and to hold back from 
the operating table until others beside himself 
acknowledge that the answers are adequate. 


The Social and Economic Implications of 
Unnecessary Surgery 


Unnecessary surgery brings physical and 
mental discomfort to its victims, limits their tem- 
porary or permanent earning power, and often 
makes times very hard for them and their fam- 
ilies. This is especially true of patients of the 
working class. 


Even if the patient quite recovers, and gets 
back his health and keeps it, he has inevitably lost 
income, spent his savings to pay for being sick, 
and consequently been set back in his power to 
help keep his or her family going. Should the 
patient not fully recover, or should he be left with 
a degree of disability as well as time and money 
lost, he may find himself threatened with the end- 
less continuance of these losses, and, perhaps, in 
the end, dependency. The mental and physical 
strain that chronic disability brings to those who 
must carry a bodily infirmity throughout life and 
to the family from whom the handicapped mem- 
ber requires constant attention and care, may ren- 
der the situation unbearable. Should the patient 
die, the death may render his family destitute. 


The relation between illness and economic prob- 
lems is illustrated by the following observation: 


“Particularly significant are the facts that the 
highest illness rates were observed among those 
who had suffered the greatest change in standard 
of living and that the excess in illness existed 
among children as well as adults. Whatever the 
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cause, the fact remains that illness was most prev- 
alent among families reduced to poverty and on 
relief rolls, who could least afford this handicap.”** 


The National Institute of Health recognized the 
import of illness in relation to the economic status, 
and its study, based upon a house-to-house can- 
vass of about 800,000 families, concludes: 


“The part played by illness in causing depend- 
ency is indicated by the extent to which disabling 
illness incapacitates the wage-earner. In the pres- 
ent survey it was found that one in 250 family 
heads in the comfortable income group was not 
seeking work because of chronic disability. In 
non-relief families, with incomes under $1,000, the 
ratio was one in 33, while in relief families, one in 
every 20 family heads was unable to seek work 
because of disability. Loss of employability 
through illness places a burden on wage-earners 
of low income families which results in their con- 
centration among the dependents.”*° 


Normal health is essential to normal physical 
and mental activity, and physical and mental 
activity are specific in gainful employment. IIl- 
ness not only wipes out the family’s small savings 
but it often reduces the patient and his family to 
being community charges. Medical care is in a 
peculiar position. It is a basic need, yet its costs 
can only be met after other basic needs, such as 
food, shelter, and clothing have been provided for. 


Disability may not be the only cause of poverty, 
and poverty may not be the only cause of illness, 
but, both in no small measure are at the bottom 
of many community problems. Low standards of 
living involving poor housing, crowding, insuffi- 
cient and inferior food, inadequate bedding and 
clothing, contribute to the ill-being of those who 
come under them. Thus, wherever unnecessary 
surgery induces disability, it has laid a great bur- 
den upon the community and rendered its prob- 
lems harder to solve. 
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The National Stewardship Convention 


Administrators and trustees of all approved 
voluntary hospitals in the United States are in- 
vited to attend the National Stewardship Conven- 
tion to be held in the Stevens Hotel, Chicago, on 
November 1, 2 and 3, according to word from Dr. 
Malcolm T. MacEachern. Dr. MacEKachern is 
chairman of the hospital committee of this con- 
vention and Alden Mills is secretary. 


The stewardship convention is devoted to arous- 
ing in the public a desire to support voluntary 
social agencies—churches, hospitals, schools, and 
other welfare agencies. It is expected that plans 
for systematic voluntary support of these insti- 
tutions will be proposed and publicized at the 
convention. 


The convention will open on Tuesday evening, 
November 1, with a general meeting on “Steward- 
ship of Life from a Civic Viewpoint,” with nation- 
ally known speakers. A _ general session on 
Wednesday morning will be devoted to study of 
the financial and support problems of the various 
types of agencies. C. Rufus Rorem, director of 
the committee on hospital service, will present the 
report on the present financial position of hos- 
pitals. 


In the afternoon the convention will break into 
sections. According to present plans, the hospital 
section will be under the chairmanship of Claude 
W. Munger and will be devoted to study of the 
“Principles of Public Relations,” “Fund Raising in 
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the Public Relations Program,” and “Technics of 
Public Relations and Fund Raising.” Short ad- 
dresses on each of these topics will be followed 
by a panel round table discussion on the same 
topics. It is expected that the following will par- 
ticipate in this session: Walter Lippman, pub- 
licist; William Benton, vice-president in charge 
of public relations of the University of Chicago; 
Harold D. Lasswell, University of Chicago, and 
director of the William Alanson White Founda- 
tion in Washington, D. C.; Ralph D. Casey of the 
University of Minnesota and author of books on 
publicity; Harwood L. Childs, Princeton Univer- 
sity, editor, Public Opinion Quarterly ; John Price 
Jones, president, John Price Jones Co.; Cornelius 
S. Smith, president, Will, Folsom and Smith. 


The Wednesday evening session will be devoted 
to the religious aspects of the problem, with 
speakers representing Protestant, Catholic, and 
Jewish viewpoints. 


The general session on Thursday morning will 
discuss the place of voluntary agencies in a de- 
mocracy. “The Place of Voluntary Effort in 
Health Service in a Democracy,” will be the sub- 
ject of a principal address (probably by Rt. Rev. 
Msgr. Maurice F. Griffin). The afternoon ses- 
sion of the hospital group will continue the dis- 
cussions of the previous day. The closing session 
on Thursday evening will have as its theme, “The 
Call to Advance.” 
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Convention 





Rev. John W. Barrett, Director, Catholic Hospitals, Arch- 
diocese of Chicago; Msgr. John J. Healey, Director of 
) er 


Catholic Hospitals, Little Rock, Arkansas; and Rev. 
Bingham, Catholic Charities of New York City 











Snapshots 





Lucile Burlew, Superintendent, Bradford Memorial Hos- 
pital, Dallas; E. M. Dunstan, M.D., Medical Superintendent, 
Parkland Hospital, Dallas; and Mrs. E. M. Dunstan 





George D. Sheats, Superintendent, Baptist Memorial Hos- 
pital, Memphis, Tennessee; and Lucius R. Wilson, M.D.., 
Superintendent, John Sealy Hospital, Galveston, Texas 





J. Dewey Lutes, Superintendent, Ravenswood Hospital, 

Chicago; L. C. Vonder Heidt, Superintendent West 

Suburban Hospital, Oak Park, Illinois; Maurice Dubin, 

Director, Sydenham Hospital, New York City; S. K. Hum- 

mel, Superintendent Silver Cross Hospital, Joliet, Illinois; 
and George Oliver Tamblyn, New York City 
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E. I. Erickson, Superintendent, Augustana Hospital, Chi- 
cago; L. C. Vonder Heidt, Superintendent, West Suburban 
Hospital, Oak Park, Illinois; Guy J. Clark, Executive Sec- 
retary, Cleveland Hospital Council, Cleveland, Ohio; Walter 
E. List, M.D., Superintendent, Jewish Hospital, Cincinnati, 
Ohio; and George Stephens, M.D., General Superintendent, 
Winnipeg General Hospital, Winnipeg, Man., Canada. 
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Twenty-first Annual Hospital Standardization 
Conference—American College of Surgeons 






OCTOBER !7-20, 1938, NEW YORK CITY 


zation Conference will be held in New York 

City, October 17 to 20, simultaneously with 
the Clinical Congress of the American College ot 
Surgeons. A program has been developed which 
offers the widest possible appeal to all workers in 
the hospital field. Intensive study was made of 
the problems with which the hospital of today is 
faced, and the subjects selected for addresses and 
panel discussion are those on which it was dis- 
covered information was most acutely needed. 
Some of the problems are of the type that we 
have always had with us, but on which more 
light needs constantly to be shed; others are 
rather new, at least in some aspects, and the 
stimulation afforded by the exchange of possibly 
divergent views is needed to advance toward a 
solution of them. 


T twenty-first annual Hospital Standardi- 


Among the rather new problems which have 
been incorporated in the program, one of the 
most important is the question of graduate train- 
ing for general surgery and the surgical special- 
ties. The hospital is the workshop of the surgeon 
and it is the logical agency through which to 
work to assure that he shall only be permitted to 
use its facilities if he is thoroughly competent and 
experienced, or is adequately supervised. 


The art and science of surgery are growing in 
complexity, and it is now admitted that for the 
protection of the patient every surgeon should 
have basic training of not less than three years 
after graduation, one year to be spent in intern 
work in an approved hospital and the other two 
years spent in an acceptable institution for grad- 
uate training in general surgery or the surgical 
specialties. 


It is now quite generally agreed that the 
graduate training should include advanced study 
in the basic sciences, as well as supervised clini- 
cal experience in surgery, and that the latter 


should be carefully and systematically enlarged as 
far as delegation of responsibility is concerned, 
according to the length of the service period and 
the individual’s aptitude. 


The situation offers difficult problems for the 
hospital which is trying to fulfill its obligations to 
the profession and to its patients, because of the 
necessity of providing the facilities and direction 
for collateral study, and of more rigidly organiz- 
ing its medical staff to undertake the increased 
supervisory responsibility. The hospital con- 
nected with a medical school has the graduate 
training problem partly solved. Hospitals not so 
fortunate, but otherwise capable of equipping 
themselves to undertake such a program, will 
want to consider establishing such a connection, 
if possible, or enlarging their own laboratory 
and library facilities. Valuable information and 
ideas undoubtedly will be obtained on this subject 
at the Hospital Standardization Conference this 
year. 


Interesting talks, round table conferences, and 
general discussions, supplemented by demonstra- 
tions in a number of the leading local hospitals, 
have been arranged to cover a wide range of ac- 
tivities, such as management, organization, facili- 
ties, personnel, and service. Throughout the pro- 
gram ample opportunity will be provided for in- 
formal exchange of ideas and the asking of ques- 
tions. The aim of the conference is to help the 
individual hospital executive to solve his prob- 
lems by analyzing them, submitting them for 
group discussion, and applying the knowledge he 
gains thereby. A collateral aim is to give him 
the satisfaction of learning that his experience 
enables him to help others to solve their problems 
also. Delegates are urged to be prepared to give 
information as well as to obtain it, so that the 
conference may attain its maximum usefulness to 
the hospital profession. 


Program © 


Monday, October 17, 1938 
10:00—12:30 p. m. 
WALDORF-ASTORIA HOTEL—BALLROOM 


Presiding—F rederic A. Besley, M.D., Waukegan; 
President, American College of Surgeons 
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ADDRESS OF PRESIDENT—Twenty-one Years of 
Hospital Standardization; Resulting Benefits to 
Medical Science 

Frederic A. Besley, M.D., Waukegan 


THE 1938 HOSPITAL STANDARDIZATION SURVEY— 
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Official Announcement of the List of Approved 


Hospitals 
George Crile, M.D., Cleveland; Chairman, Board of 
Regents, American College of Surgeons 


REPORT OF SURVEY—Graduate Training for Sur- 
gery (General Surgery and the Surgical Spe- 
cialties). 

Dallas B. Phemister, M.D., Chicago; Professor and 
Chairman, Department of Surgery, University of 
Chicago School of Medicine; Chairman, Committee 
on Graduate Training for Surgery, American Col- 
lege of Surgeons 


ORGANIZING AND EXECUTING A PLAN FOR GRADUATE 
TRAINING FOR SURGERY IN A HOSPITAL 
Harold Earnheart, M.D.; Chicago, Field Representa- 
tive, American College of Surgeons 


PANEL DISCUSSION—Content of Courses for Ade- 
quate Training in General Surgery and the 
Surgical Specialties, from the following view- 
points: 


GENERAL SURGERY 
Allen O. Whipple, M.D., New York; Professor of 
Surgery, Columbia University College of Physi- 
cians and Surgeons 


OBSTETRICS AND GYNECOLOGY 
John R. Fraser, M.D., Montreal; Professor of Ob- 
stetrics and Gynecology and Chairman of the De- 
partment, McGill University Faculty of Medicine 


NEUROSURGERY 


Howard C. Naffziger, M.D., San Francisco; Pro- 
fessor of Surgery, University of California Medical 
School; President-Elect, American College of Sur- 
geons 


UROLOGY 


Herman L. Kretschmer, M.D., Chicago; Clinical Pro- 
fessor of Genito-Urinary Surgery, Rush Medical 
College 


ORTHOPEDICS 


Philip D. Wilson, M.D., New York; Clinical Profes- 
sor of Orthopedic Surgery, Columbia University 
College of Physicians and Surgeons 


DISCUSSION 


Led by Arthur M. Wright, M.D., New York; Pro- 
fessor of Surgery, New York University College 
of Medicine; and Deryl Hart, M.D., Durham; 
Professor of Surgery, Duke University School of 
Medicine 


Monday, October 17, 1938 
2:00—5:00 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Presiding—Allan Craig, M.D., Bangor; Medical 
Director, Eastern Maine General Hospital 


COOPERATION BETWEEN VOLUNTARY AND GOVERN- 
MENTAL OR TAX SUPPORTED HOSPITALS 


S. S. Goldwater, M.D., New York; Commissioner, 
Department of Hospitals 
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PRESENT TRENDS IN NURSING AS AFFECTING NURS- 
ING EDUCATION AND NURSING SERVICE IN HOS- 
PITALS 

Effie J. Taylor, New Haven; Dean, Yale University 
School of Nursing 


A GRADING PROGRAM FOR SCHOOLS OF NURSING 
Rev. A. M. Schwitalla, S.J., St. Louis; Dean, St. 
Louis University School of Medicine; President, 
Catholic Hospital Association 





PERSONNEL MANAGEMENT 
Joseph C. Doane, M.D., Philadelphia; Medical Di- 
rector, Jewish Hospital 
THE ORGANIZATION AND MANAGEMENT OF VOLUN- 
TEER SERVICE IN THE HOSPITAL 
Christopher G. Parnall, M.D., Rochester, New York; 
Medical Director, Rochester General Hospital 
THE ROLE OF BIBLIOTHERAPY IN THE CARE OF THE 
PATIENT 
Gordon R. Kamman, M.D., St. Paul; Instructor in 
Nervous and Mental Diseases, University of Min- 
nesota 
DISCUSSION 


Led by Oliver H. Bartine, Bridgeport; Superintend- 
ent, Bridgeport Hospital 


Tuesday, October 18, 1938 
9:30 a. m.—12:30 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Presiding—Fraser D. Mooney, M.D., Buffalo; Su- 
perintendent, Buffalo General Hospital 


PANEL ROUND TABLE DISCUSSION—Physical and 
Other Conditions in the Hospital Related to the 
Care of the Patient and the Working Condi- 
tions of the Personnel: 


LIGHTING IN THE OPERATING ROOM 
William J. Engel, M.D., Cleveland; Surgeon, Cleve- 
land Clinic 
AIR CONDITIONING IN HOSPITALS 
Victor A. Frid, Hartford; Architect 


NOISE IN THE HOSPITAL; ITS EFFECT ON PA- 
TIENTS; ITS CONTROL 
Harvey Agnew, M.D., Toronto; Secretary, Depart- 
ment of Hospital Service, Canadian Medical Asso- 
ciation; President, American Hospital Association 
EMERGENCY LIGHTING-IN HOSPITALS 
Charles F. Neergaard, New York; Hospital Con- 
sultant 
PROVISION FOR ISOLATION OF INFECTED PATIENTS 
IN GENERAL HOSPITALS 
A. J. McRae, M.D., Hempstead; Superintendent, 
Meadowbrook Hospital 
PREPAREDNESS FOR EMERGENCIES 


Miriam Curtis, R.N.; Northampton; Superintendent, 
Cooley Dickinson Hospital 
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INFECTIONS; SOURCES AND CONTROL 


Claude W. Munger, M.D., New York; Director, St. 
Luke’s Hospital 


BLOOD BANK SERVICE (Illustrated by motion pic- 
ture) 
Karl A. Meyer, M.D., Chicago; Medical Superintend- 
ent, Cook County Hospital; Leonard H. Weissman, 
M.D., Chicago; Executive Resident, Cook County 
Hospital; and J. Lester Wilkey, M.D., Chicago; 
Resident in Surgery, Cook County Hospital 


Tuesday, October 18, 1938 
2:00—5:00 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Presiding—George W. Kosmak, M.D., New York; 
Editor, American Journal of Obstetrics and 
Gynecology 


PRESENTATION OF THE MINIMUM REQUIREMENTS 
OF THE AMERICAN COLLEGE OF SURGEONS FOR 
THE OBSTETRICAL DEPARTMENT IN A GENERAL 
HOSPITAL 


Malcolm T. MacEachern, M.D., Chicago; Associate 
Director, American College of Surgeons 


PANEL DISCUSSION—The Care of the Mother and 
Newborn in the General Hospital 


Discussion from the Viewpoints of: 
ORGANIZATION OF THE OBSTETRICAL DEPARTMENT 
SO AS TO PROVIDE ADMINISTRATIVE AND 
CLINICAL EFFICIENCY AND CONTROL 
Fred L. Adair, M.D., Chicago; Professor of Obstet- 


rics and Gynecology and Chairman of Department, 
University of Chicago School of Medicine 


PROVISION AND INDICATIONS FOR SEGREGATION 
AND ISOLATION OF OBSTETRICAL PATIENTS 
AND NEWBORN TO PREVENT INFECTION 

Herman W. Johnson, M.D., Houston; Attending Ob- 


stetrician, Baptist, Jefferson Davis, St. Joseph’s, 
and Hermann Hospitals 


ORGANIZATION OF THE OBSTETRICAL STAFF WITH 
PARTICULAR REFERENCE TO QUALIFICATIONS 
AND GRADING OF PRIVILEGES 

Harvey B. Matthews, M.D., Brooklyn; Clinical Pro- 


fessor of Obstetrics and Gynecology, Long Island 
College of Medicine 


INDICATIONS FOR CONSULTATIONS ON THE OB- 
STETRICAL SERVICE AND PROPER PROCEDURE 
IN SECURING THESE 

Paul Titus, M.D., Pittsburgh; Obstetrician and Gyne- 

cologist, St. Margaret Memorial Hospital, Pitts- 
burgh, and Pittsburgh City Home and Hospitals, 
Mayview 

ANALYSIS OF THE CLINICAL WORK OF THE OB- 
STETRICAL SERVICE WITH SPECIAL EMPHA- 
SIS ON MORBIDITIES AND MORTALITIES 


James R. Miller, M.D., Hartford; Gynecologist and 
Obstetrician, Hartford Hospital 
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ASSURING THE MOTHER AND NEWBORN EFFI- 
CIENT NURSING CARE 


Jessie J. Turnbull, R.N., Pittsburgh; Superintend- 
ent, Elizabeth Steel Magee Hospital 


PROPER TRAINING OF INTERNS AND RESIDENTS IN 
OBSTETRICS THROUGH ARRANGEMENT OF 
SERVICES, SUPERVISION OF WORK, AND IN- 
STRUCTION 

Samuel A. Cosgrove, M.D., Jersey City; Attending 
Obstetrician, Jersey City Medical Center 

PALM PRINT METHOD OF INFANT IDENTIFICATION, 

WITH DEMONSTRATION 


Gilbert P. Pond, M.D., Oak Park; Neurologist, West 
Suburban Hospital 


AN EVALUATION OF MATERNAL DEATHS—Outline of 
Procedure Developed by the Committees on 
Maternal Welfare of the Medical Societies of 
the Counties of New York and Kings, for Judg- 
ing the Responsibility in Each Case of Preg- 
nancy Fatality 


George W. Kosmak, M.D., New York; Alfred M. 
Hellman, M.D., New York; Associate Gynecologist 
and Obstetrician, Lenox Hill Hospital; and Charles 
A. Gordon, M.D., Brooklyn; Professor of Clinical 
Obstetrics and Gynecology, Long Island College of 
Medicine 


Tuesday, October 18, 1938 
8:00—10:00 p. m. 


WALDORF-ASTORIA HOTEL—JANSEN SUITE 


Joint Session with the Greater New York Hospital 
Association, Sponsored by the Greater 
New York Hospital Association 


Presiding—Claude W. Munger, M.D., New York; 
President, Greater New York Hospital Asso- 
ciation 

THE PLACE OF THE VOLUNTARY HOSPITAL IN 
SOCIETY 

David H. McAlpin Pyle, New York; President, United 
Hospital Fund 
THE SAFEGUARDING OF TRUST FUNDS 
William H. Walsh, M.D., Chicago; Hospital Consult- 
ant 

THE ADVANTAGES OF STANDARDIZATION OF HOSPI- 

TAL FURNISHINGS, EQUIPMENT, AND SUPPLIES 
L. M. Arrowsmith, Brooklyn; Superintendent, St. 
John’s Hospital 
TRENDS IN HOSPITAL INSURANCE 
C. Rufus Rorem, Ph.D., Chicago; Director, Commit- 
tee on Hospital Service, American Hospital Asso- 
ciation 

THE ROLE OF THE HOSPITAL IN GRADUATE MEDICAL 

EDUCATION 


R. C. Buerki, M.D., Madison; Director of Study, Com- 
mission on Graduate Medical Education 
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Wednesday, October 19, 1938 
9:30 a. m.—12:30 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Joint Conference with Association of Record 
Librarians of North America 


Presiding—James T. Nix, M.D., New Orleans; 
Professor of Surgery, Louisiana State Univer- 
sity Medical Center; Director, Louisiana State 
University Graduate School of Medicine 


THE PROGRAM OF THE ASSOCIATION OF RECORD LI- 
BRARIANS OF NORTH AMERICA AS IT AFFECTS 
HOSPITALS 


Jennie C. Jones, R.R.L., Baltimore; President, Mary- 
land General Hospital; President, Association of 
Record Librarians of North America 


THE ILLS OF MEDICAL RECORDS AND THEIR REME- 
DIES: 
a Delay in Writing 
b Incompleteness 
ec Unscientific Value 


d Insufficient Use 
Gordon R. Kamman, M.D., St. Paul 


THE MEDICAL RECORDS LIBRARIAN; QUALIFICA- 
TIONS, RESPONSIBILITIES, AND DUTIES 


Helen Robinson, R.R.L, Little Rock; Medical Records 
Librarian, Little Rock City Hospital 


HOW THE MEDICAL RECORDS LIBRARIAN CAN ASSIST 
THE PHYSICIAN IN SECURING MEDICAL RECORDS 


Norma Swanson, Red Wing; Record Librarian, St. 
John’s Hospital 


THE NEW YORK HOSPITAL CLASSIFIED NOMEN. 
CLATURE OF OPERATIONS 


Bronson S. Ray, M.D., New York; Assistant Attend- 
ing Surgeon, New York Hospital 


PANEL DISCUSSION—Uses of the Medical Record: 
MONTHLY ANALYSIS REPORT FOR MEDICAL AUDIT 


Leonard Shaw, Chicago; Assistant Secretary, Ameri- 
can Hospital Association 


MAKING GROUP STUDIES OF DISEASES 


Mary M. Newton, B.A., R.N., Peoria; Medical Rec- 
ords Librarian, Methodist Hospital 


PREPARING SCIENTIFIC PAPERS 


Alfred W. Adson, M.D., Rochester; Professor in 
Neurosurgery, Mayo Foundation Graduate School, 
University of Minnesota 


CLINICAL RESEARCH 


Frank E. Adair, M.D., New York; Attending Sur- 
geon, Memorial Hospital 


DISCUSSION 


Led by Joseph R. Clemmons, M.D., New York; Di- 
rector, Roosevelt Hospital 


Wednesday, October 19, 1938 
2:00—4:30 p. m. 


Demonstrations—Administrative and Technical 
Procedures in Local Hospitals 


ANESTHESIA—New York Post-Graduate School 
and Hospital, Erdmann Auditorium. William B. 
Talbot, M.D., Superintendent; Chairman 

Anesthesia Department of Tomorrow, Paul 
M. Wood, M.D., Assisting Attending Anes- 
thetist, Department of Surgery 


Practical Aspects of Oxygen Therapy, Mil- 
ton C. Peterson, M.D., Director, Depart- 
ment of Anesthesia. 


Motion Pictures: Oxygen Therapy Technique 


THE CARE OF CHRONIC PATIENTS — Montefiore 
Hospital 


Conducted by E. M. Bluestone, M.D., Director, and 
Staff 


CENTRAL RECORD ROOM AND FOLLOW-UP SYSTEM— 
Mount Sinai Hospital, Joseph Turner, M.D., 
Director 


Conducted by Libbie Blumenthal, Director, Central 
Record Room, and Julia P. Friedman, Director, 
Follow-up Department 


CLINIC MANAGEMENT—Vanderbilt Clinic, Colum- 
bia Presbyterian Medical Center, Frederick J. 
MacCurdy, M.D., Director 


FOOD SERVICE—New York Hospital 


Conducted by S. Margaret Gillam, Director, Depart- 
ment of Nutrition 


ISOLATION TECHNIQUE—Willard Parker Hospital 


Conducted by Edward M. Bernecker, M.D., General 
Medical Superintendent 


MEDICAL SOCIAL SERVICE—St. Luke’s Hospital 


Conducted by Claude W. Munger, M.D., Superin- 
tendent, and E. Louise Adams, Director of Social 
Service 


NURSING SERVICE—Queens Hospital, Jamaica 
Conducted by Adam Eberle, M.D., General Medical 
Superintendent, Department of Hospitals, and 
Mary Ellen Manley, Director, Division of Nursing, 
Department of Hospitals 


OXYGEN THERAPY AND RECENT METHODS OF ADMIN- 
ISTERING HELIUM WITH OXYGEN—Presbyterian 
Hospital 


Conducted by Alvan L. Barach, M.D., Assistant Pro- 
fessor of Clinical Medicine, Columbia University 
College of Physicians and Surgeons 


SIMPLIFIED ECONOMICAL METHOD OF PREPARING 
STERILE AND PARENTERAL SOLUTIONS—Roose- 
velt Hospital. Joseph R. Clemmons, M.D., Di- 
rector 
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Thursday, October 20, 1938 
9:30 a. m.—12:30 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Presiding—R. C. Buerki, M.D., Madison; Director 
of Study, Commission on Graduate Medical 
Education 


SYMPOSIUM—THE TRAINING OF HOSPITAL EXECU- 
TIVES 


NEED FOR ADEQUATE EDUCATION AND TRAINING FOR 


HOSPITAL EXECUTIVES 
James A. Hamilton, New Haven; Superintendent, 
New Haven Hospital; Professor of Hospital Ad- 
ministration, Yale University 


Discussion from the following viewpoints: 


APPRENTICESHIP IN HOSPITAL ADMINISTRATION 
Donald C. Smelzer, M.D., Philadelphia; Director, 
Graduate Hospital of University of Pennsylvania 


GRADUATE AND UNDERGRADUATE UNIVERSITY 
COURSES FOR HOSPITAL ADMINISTRATORS 


Gerhard Hartman, Chicago; Executive Secretary, 
American College of Hospital Administrators 


INSTITUTES FOR HOSPITAL ADMINISTRATORS 
Neal N. Wood, M.D., Chicago; Field Director, Med- 
ical Care Required and Available in Cook County 


SUPPLEMENTARY TRAINING AND EXPERIENCE IN 
HOSPITAL ADMINISTRATION—READING, OB- 
SERVATION TOURS, AND ATTENDANCE AT 
MEETINGS 

George A. Maclver, M.D., Worcester; Superintend- 
ent, Worcester City Hospital 


DISCUSSION 
Led by E. M. Bluestone, M.D., New York; Director, 
Montefiore Hospital for Chronic Diseases 


Thursday, October 20, 1938 
2:00—5:00 p. m. 


WALDORF-ASTORIA HOTEL—SERT ROOM 


Administrative Panel Round Table Conference— 
A Discussion of Important Questions and 
Problems Pertaining to Various Phases 
of Hospital Administration 
(Section A) 


Conducted by Robert Jolly, Houston; Superin- 
tendent, Memorial Hospital 


ADMINISTRATIVE PRACTICES 
1 Responsibility for scientific work of hospital. 
To what extent is the hospital administrator 
responsible for the quality of the clinical or 
scientific work and how best can this re- 

sponsibility be exercised? 


Low cost hospital care versus rising cost of 
rendering services. In what ways can the 
hospital reconcile the demands of public pol- 
icy for low cost hospital care with the in- 
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creasing cost of rendering such care effi- 
ciently? 

Financial security for employees. Should 
hospitals provide some system of financial or 
social security for their employees through 
group insurance, annuities, or pensions? If 
so, what plan is the most desirable and satis- 
factory? 


Selection of hospital administrators... What 
can be done to assure the proper selection of 
qualified hospital administrators and secure 
their tenure of office? 


DISCUSSION 
Led by Basil C. MacLean, M.D., Rochester, New 
York; Director, Strong Memorial Hospital 


HOSPITAL PERSONNEL PROBLEMS 

1 Personnel turnover. How can personnel 
turnover in the hospital be reduced to a 
minimum? 
Personnel problems. How can the adminis- 
trator be aware of the important personnel 
problems in his hospital and what measures 
can he employ to keep in close touch with 
issues and difficulties that may arise at any 
moment? 


Hours, pay, and working conditions of per- 
sonnel. Can and should hospitals conform 
to the standards of commercial organizations 
and labor unions in so far as hours, pay, and 
working conditions are concerned? 


Trends in labor conditions. What is the 
present trend in respect to: (a) salaries; 
(b) sick leave; (c) vacations? 


DISCUSSION 
Led by Joseph G. Norby, Milwaukee; Superintend- 
ent, Columbia Hospital 
TRUSTEES 
1 Maintaining interest of trustees. How can 
the individual and collective interests of the 
board of trustees in the: hospital be main- 
tained? 


Responsibility for professional standards. 
What is the responsibility of the board of 
trustees of the hospital for the standards of 
professional performance? 


Keeping informed regarding hospital admin- 
istration. To what extent should the hos- 
pital trustee keep himself informed regard- 
ing hospital administration? How shall he 
acquire the necessary knowledge? 


Relations between board of trustees and med- 
ical staff. What is the best plan of relations, 
cooperation, and understanding between the 
board of trustees and the medical staff of the 
hospital? 





4 Knowledge of hospital. To what extent 
should members of the woman’s auxiliary 
acquaint themselves with the organization 
and functions of the hospital in order to be 
better prepared for rendering service 
through their organization? 


DISCUSSION 


Led by C. McGregory Wells, Jr., Southbridge; Vice _ 
Chairman, Board of Managers, Harrington Me- 
morial Hospital 


BUSINESS MANAGEMENT 
1 Financial classification of patients. What is 
an accurate definition of “full pay,” “part DISCUSSION 
pay,” and “free” patient? Led by Mary Stone Conklin, R:N., Hackensack; Su- 
Annual deficit. Should a hospital with an perintendent, Hackensack Hospital 
annual deficit: (a) reduce the service; (b) _ 
increase the rates; (c) seek other sources of 


LINEN AND LAUNDRY SERVICE 
1 Linen circulation. What is the best proce- 


increased revenue? 


Reports. What reports, in addition to the 
balance sheet and the statement of income 
and expense, are needed by the administrator 
to present clearly the financial and adminis- 
trative activities of the hospital? 


dure for handling linen from the time it is 
taken from the bed until it is returned to the 
floor supply cupboard in a clean condition? 


Unit linen supply. Is there a standard 
amount of linen per patient within normal 
or average limitations? If so, what is this . 


Cost per patient day. Is cost per patient standard? 

day important? What are the essential ele- Removal of stains and handling infected 
ments to be considered when computing this linen. What is the best method of: (a) re- 
item? What are the common mistakes made moving stains from linen (blood, iodine, and 
in its computation? silver nitrate); (b) handling of infected 
linen sent to the laundry? 


Advances in planning and equipping of the 
hospital laundry. What are the most recent 
advances in floor layout and equipment for 
the hospital laundry? 


DISCUSSION 


Led by James R. Mays, Abington; Executive Director, 
Abington Memorial Hospital 


FOOD SERVICE 
1 Food control. What are the most effective 
measures to assure proper food control in 
the hospital? 
Unit meal costs. What items should be con- 
sidered in determining unit meal costs? 


DISCUSSION 
Led by S. Frank Roach, Jersey City; Superintendent, 
Laundry, Jersey City Medical Center 


HOUSE MANAGEMENT 
1 Personnel adjustments to meet work load. 
In a hospital where the daily labor require- 
ments of the department fluctuate rapidly, 
what administrative measures can _ be 
brought into effect to assure the correct num- 
ber of employees for each day’s work load? 


Disinfection of rooms. What should be the 
responsibility of the housekeeper in case of 
disinfection of rooms after the discharge of 
patients suffering from communicable dis- 
eases? What is the best plan to adopt? Who 
should formulate and enforce rules and regu- 
lations pertaining to this matter? 


Trends in food serving systems. What is the 
present trend in food service in respect to 
centralized or decentralized systems? Is the 
cafeteria system of food service in hospitals 
more satisfactory than table service? 


Evaluation of food service. What are the 
criteria for the evaluation of food service in 
hospitals? 


DISCUSSION 
Led by Lenna F. Cooper, New York; Chief, Depart- 
ment of Nutrition, Montefiore Hospital 


HOSPITAL AUXILIARIES 


1 Advantages. Should every hospital have a 
woman’s auxiliary? What are the advan- 
tages? 


Responsibility for cleanliness. Who should 
be responsible for the cleanliness of the ward 
and private rooms—the nurse or the house- 
keeper? 


Activities. What are some of the major ac- 
tivities of a woman’s auxiliary that have 
proved most beneficial to the hospital? 


Relationship. What should be the relation- 
ship of the woman’s auxiliary to: (a) the 
governing board of the hospital; (b) the 
administrator of the hospital? 


Combination housekeeping, dietetics in the 
small hospital. Is it advisable and desirable 
to combine housekeeping and dietetics in the 
small hospital? 


DISCUSSION 
Led by Doris L. Dungan, Camden; Housekeeper, 
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West Jersey Homeopathic Hospital; National Pres- 
ident, National Executive Housekeepers Association 


THE SMALL HOSPITAL 


1 Personnel. How can the small rural hospital 
maintain an adequate trained personnel? 


2 Laboratory and x-ray services. How best can 
clinical laboratory and x-ray services be 
maintained in the hospital of 100 beds or less 
so as to meet the requirements for approval? 


3 Medical records. How can the small hospi- 
tal without a medical records librarian keep 
the medical records up to an acceptable 
standard? 


4 Public relations. What is a good public rela- 
tions program for the small hospital? 


DISCUSSION 
Led by-A. Edward A. Hudson, Waynesboro; Admin- 
istrator, Waynesboro Community Hospital 


Thursday, October 20, 1938 
2:00—5:00 p. m. 


WALDORF-ASTORIA HOTEL—LE PERROQUET SUITE 


Administrative Panel Round Table Conference— 
A Discussion of Important Questions and 
Problems Pertaining to Various Phases 
of Hospital Administration 
(Section B) 


Conducted by R. C. Buerki, M.D., Madison 


PROFESSIONAL PRACTICES 


1 Responsibility for professional standards. 
Who should be responsible for establishing 
and maintaining the professional standards 
in a hospital? Where does the authority rest 
for carrying out this responsibility? 


Major surgery privileges. What should be 
regarded as major surgery? How can the 
hospital administration determine what par- 
ticular members of the medical staff are 
qualified to do major surgery? 


Medical staff conferences. What progressive 
steps can be taken to develop a medical staff 
conference from simply the reading of scien- 
tific papers or an executive session, to that 
of a thorough review and analysis of the 
clinical work in an educational and scientific 
manner? 


Criteria for evaluating scientific work of hos- 
pital. By what criteria can the adequacy 
and caliber of the scientific activity of a hos- 
pital be evaluated? 


DISCUSSION 
Led by Thomas R. Ponton, M.D., Chicago; Editor, 
Hospital Management 
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CLINICAL LABORATORY 
1 Charges. What is the best method of charg- 
ing for laboratory work? If a hospital has 
the flat rate plan, should it include examina- 
tions of tissues or should there be an extra 
charge? 


Routine examinations. Is it advisable to 
have a rule requiring routine laboratory 
work on each patient admitted? If so, what 
examinations should be included? 


Disagreement in diagnosis. When the sur- 
geon reports “acute appendicitis” and the 
pathologist says “appendix normal, free from 
inflammatory process,” what should be re- 
corded as final diagnosis? 


Pathological service in the small hospital. 
What is the best plan for the small hospital, 
remotely situated from the large center, to 
arrange for a_ satisfactory pathological 
service? 


DISCUSSION 
Led by Philip Hillkowitz, M.D., Denver; Pathologist 
and Chairman, Board of Registry for Laboratory 
Technicians 


ANESTHESIA 
1 Organization of department. What consti- 
tutes an adequately organized department of 
anesthesia in a hospital? 


Types of anesthesia. What are the chief 
types of anesthetics now in use and what are 
their respective advantages? 


Financial arrangements. What are the most 
satisfactory financial arrangements to make 
between the hospital and the anesthetist? 


Legal responsibility. Who is responsible for 
the anesthetic from a legal standpoint—the 
surgeon or the anesthetist? 


DISCUSSION 


Led by Wesley Bourne, M.D., Montreal: Lecturer in 
Anesthesia, McGill University 


PHARMACY 


1 Minimum standards. What are the minimum 
standards for an approved pharmacy? 


Registered pharmacist. Should not every 
hospital have the services of a part-time or 
full-time registered pharmacist? 


Use of proprietary medicine. What should 
the pharmacist do when a doctor orders a 
proprietary drug for his patient? 
Economies. What economies can be effected 
in the handling of drugs, pharmaceuticals, 
and sundry supplies in the hospital phar- 
macy? 





DISCUSSION 


Led by M. S. Dooley, M.D., Syracuse; Pharmacist, 
University Hospital of the Good Shepherd 


NURSING SERVICE 


1 Adjunct nursing personnel. To what extent 


are subsidiary groups such as aids or attend- 
ants used in the nursing service? If so, (a) 
are duties assigned to these groups increas- 
ing in scope; (b) is any systematic training 
provided for them? 


Type of nursing service. From the stand- 
points of administration, efficiency, and serv- 
ice, what type of nursing service appears to 
be more satisfactory: (a) student nursing 
service; (b) graduate nursing service; (c) 
mixed nursing service—that is, student and 
graduate nurses? In what direction does 
there appear to be a tendency at present? 


Ratio of nurses to patients. Has a satisfac- 
tory standard ratio of nurses to patients, or 
average nursing hours for the various dis- 
eases or conditions, been worked out? If so, 
what are these? 


Evaluation of nursing service. Upon what 
criteria can the administrator of the hospi- 
tal evaluate the nursing service? 


DISCUSSION 


Led by Grace A. Warman, R.N., New York; Director, 
Nursing Service, Mount Sinai Hospital 


MEDICAL SOCIAL SERVICE 


1 The medical social worker. Is there a place 


for a competent medical social worker in 
every hospital? If not, where is her pres- 
ence indicated? 


Minimum standards. What are the minimum 
standards to be observed in setting up a med- 
ical social service department in a hospital? 


Interest of administration and medical staff. 
How can the hospital administration and the 
medical staff sometimes be made to realize 
the value of a good medical social service 
department in the hospital? 


Evaluation of medical social work. In what 
way can the administrator of the hospital 
evaluate the work of the medical social serv- 
ice department? 


DISCUSSION 


Led by Mary H. Roberts, Orange; Director of Social 
Service, Orange Memorial Hospital 


PHYSICAL THERAPY 
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1 Essentials of a physical therapy department. 


What are the essentials of a physical therapy 
department. which assure an efficient and 
self-maintaining service? 


2 Therapeutic physical measures. What are 


the recognized different physical measures 
which are found to be of value when appro- 
priately applied and in which the manage- 
ment and medical staff of the hospital should 
be interested? 


Fever therapy. What are the chief essen- 
tials for a fever therapy service in a hospital? 


Procedure. What should be the procedure 
when a doctor wishes his patient to have 
physical therapy? Who should determine the 
type of treatment to be used? On whose 
authority should the treatment be discon- 
tinued? 


DISCUSSION 


Led by K. G. Hansson, M.D., New York; Director, 
Physical Therapy, New York Hospital and Hos- 
pital for the Ruptured and Crippled 


OCCUPATIONAL THERAPY 
1 Advantages. What are the chief advantages 


of an occupational therapy department in a 
hospital? 


Organization of department. What are the 
essentials for a good occupational therapy 
department in a hospital? 


Form of therapy. Who determines the spe- 
cial form of therapy required for the patient? 


Financing of department. Should an occu- 
pational therapy department be self-support- 
ing financially. If not, how should it be 
financed? 


DISCUSSION 


Led by Byron M. Harman, M.D., Verona; Superin- 
tendent and Medical Director, Essex Mountain 
Sanatorium 


MEDICAL RECORDS 
1 Evaluation. What are the criteria by which 


the quality of the medical record be evalu- 
ated? 


Case studies. Would it not be more desirable 
and significant to abandon the expression 
“medical records” and use the more appro- 
priate terminology, “case studies’? 


Recorded preoperative study. How can a 
ruling be enforced that a history, physical 
examination, and provisional diagnosis be re- 
corded before the patient goes to the operat- 
ing room? 


Writing medical records. Is it proper and 
just for the attending doctor to depend on 
the medical records librarian or the nurse to 
write the history of his patients? 


DISCUSSION 


Led by Jessie N. Harned, R.R.L., Durham; Medical 
Records Librarian, Duke University Hospital 
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Mechanical Division of the Hospital 


The Administrator's Problem 


FRASER D. MOONEY, M.D. 


E are interested in the efficient operation 
W:: the power plant, which includes the 

production of electricity, steam, hot 
water, and compressed air and their deliverance 
to the place where they are to be used, at the 
smallest cost. The administrator need not be an 
engineer, but he should have sufficient knowledge 
to understand such problems as may arise and 
to be able, when necessary, to interpret them to 
his Board of Trustees in words they will under- 
stand. 


The principal item in connection with the 
boiler house is combustion in the furnaces of the 
boiler plant, and in that connection I would like 
to tell you a little story. The hospital with which 
I am connected is located about one-quarter of 
a mile from a brewery. Just about the time Pro- 
hibition was repealed we installed the latest type 
under-feed stokers in our boilers. Shortly after 
this installation we began getting complaints 
from the neighbors of smoke and unburned coal 
coming from our stack. We, of course, thought 
it was the brewery which had just started up 
after a long rest from 1918 to 1932. One day I 
was asked by one of our neigbhors to go down to 
a street about two blocks away to look at his 
house which was just finished being painted and 
on which the paint was not yet dry. As I walked 
along the street the feeling underfoot was as 
though I were walking on coarse salt, and on 
examining the material I found it to be small 
particles of unburned coal. The gentleman point- 
ed to his house. It had been freshly painted yel- 
low, but on coming nearer to it it was found 
to be simply covered with these particles of black 
coal. I sympathized with the owner of the house 
and told him that we had the latest type of under- 
feed stoker and that the material could not pos- 
sibly come from our stack—it must have come 
from the brewery—they used the old hand type 
method of firing. I frankly thought this to be 
the case and I got away with it. 


About three months ago the brewery moved to 
another section of the city—the smoke and un- 
burned coal nuisance was just as bad as ever and 
we had no alibi. Let us look at the other side 


Presented before the Mechanical Divisions Section at the Con- 
vention of the American Hospital Association, Dallas, Texas, 
September 26-30, 1938. 
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of this. Unburned coal and black smoke coming 
out of a stack besides being a nuisance is very 
costly. We had an investigation as to the cause. 
The stoker feed to the boilers is electrically con- 
trolled and a time clock arrangement allows the 
operator to adjust the stoker feeding to 2, 3, 4, 
5, or 6 strokes per minute according to the steam 
demand of the boiler, each stroke shoving in 
about nine pounds of coal. The fan which sup- 
plies air to the stoker is electrically controlled, 
actuated by the steam pressure in the boilers. 
The dampers are manually operated, although 
they have an automatic damper control. Due to 
the fact that the fan is intermittent in operation, 
comes on and shuts off automatically, it sends 
blasts of air up through the fire bed and drives 
the unburned coal to the top of the bed, out 
through the stack, and we have a loss of possibly 
five per cent coal, not to speak of a disgruntled 
neighbor. We are now changing our system so 
that we will have continuously operated fans with 
multi-speed motors which will save probably 
$1,250.00 annually in coal alone, besides getting 
rid of a nuisance and solving a public relations 
problem. 


Had we a method of checking the efficiency of 
our boilers we would have known something was 
wrong. There are two methods of arriving at the 
combustion in boiler furnaces. First, an idea of 
one of the meter companies showing steam flow 
and air flow on one chart and calibrating this 
chart for the desired CO,. The other method is 
a CO, recorder which, however, does not give the 
operator the advantage of knowing how much 
steam he is developing. A well operated hospital 
boiler plant should develop between 10 and 12 per 
cent CO, for the best operating combustion. Meter 
installation is now in progress at our plant. 


Measuring Fuel 


The next important item in the boiler house 
is a method of weighing or measuring fuel, either 
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HEATING SYSTEM 
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Due to friction, joints. elbows, et cetera, the water which 
leaves the heater under 60 pounds pressure may lose this 
pressure gradually along the line, and with a back pressure 
built up at the return end at the water heater the water 
between “D” and the heater on the return side may lie 
dormant in the line and not be able to get back into the 
heater, due to the initial pressure of 60 pounds in the heater 
itself. Hence it is far from impossible that the faucet “D” 
may take water from the cooler return side, as at “E” 








coal, oil, or gas. Fuel should be purchased, of 
course, on an analysis basis and you should know, 
for example, how many B. T. U.’s are in every 
dollar’s worth of coal. The number of pounds of 
coal, if this is the fuel used, should be computed 
against the amount of steam developed to arrive 
at the rate of evaporation or the number of 
pounds of steam developed per pound of coal. In 
this connection, with coal as a fuel, good opera- 
tion should indicate from seven to nine pounds 
of steam per pound of coal. With the two items 
above named, that is, combustion and evapora- 
tion, and having meters or graphic charts to in- 
dicate the operation, the labor situation is held 
pretty firmly in check. Competition among boiler 
plant operators is human nature, and with their 
own performance graphically represented to their 
chief engineer and in turn to the executive di- 
rector the moral is bound to take an upward turn. 


Unless you know how much it is costing you 
per thousand pounds of steam, and by this, of 
course, we mean the cost to change 1,000 pounds 
of water into steam, you cannot know as to 
whether or not your boiler plant is operating effi- 
ciently. In the case of a large institution it would 
also be advisable to put steam flow meters on 
branch lines to main sub-divisions of the hospital 
for the purpose of cost accounting and economy in 
operation. In the vicinity of thirty cents per one 
thousand pounds of steam is considered an excel- 
lent figure for a modern plant in the Buffalo area. 


The only way to intelligently control boiler 
operation is with recording instruments, and 
steam flow meters are considered the minimum 
instruments required. 
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Cost of Electricity 


If you are making your own electricity you 
should know the cost per kilowatt hour at the 
bus bar, and if it is more costly than from your 
local power company it should be revamped or 
used as an emergency unit only. We, in Buffalo, 
have the advantage of an extremely low electric 
rate for purchased current, the base rate being 
5 6/10 mills per kilowatt hour, but even with as 
low a rate as this I believe every institution of, 
we'll say, over one hundred beds should generate 
at least part of the current necessary for hos- 
pital operation and can do so at an appreciable 
saving. The elevator load should be retained on 
the power company current side due to the heavy 
momentary demand of starting. The big advan- 
tage, besides saving money through heating with 
your exhaust steam, is that you can forget about 
any further emergency lighting systems. Be able - 
to produce one-half or, if possible, two-thirds 
of your entire current and by cutting down on 
your pumps, et cetera, you can always keep going 
in an emergency. If your plant breaks down you 
simply switch to power company current. Most 
installations in the past, I believe, have been re- 
ciprocating engines, but turbines, one advantage 
of which is that they take up much less space, 
are now receiving much consideration. 


Piping Systems 


Piping systems may be such that due to heat 
losses, the efficiency which has been built up at 
the boiler header may be destroyed before the 
steam or hot water is delivered to the individual 
consumer, and doubtless many of you have had 
headaches from these problems. Much loss of 
efficiency may be due to leaks, poor insulation, 
or scale plugging the lines. Some time ago at our 
hospital we had a bad leak in the ceiling of our 
private building. It necessitated removing section 
of terrazza flooring which was in close proxim- 
ity to our most expensive rooms for patients. Any 
of you who have had to use a star drill on a ter- 
razza floor realize that we had to empty this sec- 
tion of patients’ rooms. We found a piece of 
wrought iron pipe buried in cinders. The buried 
part was only about three feet in length but had 
a hole in it about one-quarter inch in diameter 
from which hot water was escaping. The pipe 
was replaced with brass pipe, and we thought 
we were in the clear. Two years later the same 
kind of a leak occurred in the same identical spot. 
We again got to work with the same amount of 
noise and found that instead of replacing the 
complete piece of pipe with brass pipe there was 
one joint which was wrought iron, and this joint 
had a hole in it. For the want of about thirty-seven 


HOSPITALS 





cents this cost us about twenty-seven hundred 
dollars, for the simple reason that it did a great 
deal of damage to the retaining wall, as well as 
the ceiling and floor of a large solarium, and this 
expense does not take into account the money lost 
due to a section of rooms being thrown out of 
use at a time when the hospital was crowded. 


A certain hotel in Buffalo showed a very small 
cost for the production of power and the conver- 
sion of water into steam. The hotel was for a 
long time losing patronage, and it was not for 
three to four years that they realized that the 
weak point in their organization was their power 
plant. The engineer was so economical that he 
did not replace the necessary piping, and he al- 
lowed it to become so clogged with rust that steam 
and hot water could not be delivered to the guests’ 
rooms. A new engineer was procured and after 
- a thorough survey told the management they 
would have to almost rebuild their power plant, 
starting with the boilers and ending with the 
radiators and faucets. This was done at a much 
larger cost than would have been entailed in 
maintaining their plant in the proper condition. 
I saw some of the pipes removed. The pieces I 
saw were two inches in diameter and-you could 
not pass a sixteen French catheter through them. 
That hotel is now attempting to get back their 
lost business. We may say that that was the 
engineer’s fault. It was; the engineer was get- 
ting into a rut, and as long as his maintenance 
and operating costs were low the management ap- 
parently did not check further—they were in the 
same rut with the engineer. Your engineer may 
not ask to spend money but that does not mean 
that he is efficiently running the boiler plant, and 
the boast that your fine old engineer has been 
in your organization for forty-one years and you 
could not get along without him is not sufficient 
insurance to eliminate the advisability of an oc- 
casional check up. 


Wrought iron pipe is all right for cold water 
and return steam lines; steel is cheapest and per- 
fectly satisfactory for heating steam lines, but 
use nothing but brass or copper for hot water 
lines, and as long as cinders contain sulphur, 
which they probably always will, and sulphur 
and moisture and metal will make an erosive acid, 
it is a good rule never to bury pipes in cinders. 


Hot Water Heaters 


Lack of hot water in hospitals has been respon- 
sible for much executive gray hair. The principal 
hidden disturbance in this line is the fact of the 
hot water heater becoming dirty and clogged with 
scale or other material. The hot water heater 
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should be opened at least once every six months 
and thoroughly cleaned for a considerable quan- 
tity of sediment clings to the tubes and destroys 
the heating value of the heater. As an example, 
in Buffalo, where all water is filtered, this con- 
dition exists so that cleaning every six months 
is a necessity. 


A leak may occur in the water tubes of your 
water heater, which allows the water to come out 
into your steam jacket and cool the steam rather 
than the steam heating the water in the tubes. A 
bi-annual inspection of your water heaters should 
guard against such an occurrence. Here is an- 
other condition which may cause a lot of trouble 
and be very hard to discover: 


Where you have a return from your hot water 
line to your heater instead of a dead end system 
you may, due to a back pressure set up at the re- 
turn end near your heater, be drawing off water 
from the wrong end of your line, as in this dia- 
gram. 


This will generally be indicated by the fact that 
your trouble will appear at faucets farthest from 
the heater, as at X. The dead end system with 
no return, the pipes being properly insulated so 
as to have very little heat loss, may in some 
cases be superior, particularly where water rates 
are low and where there is sufficient hot water 
demand to keep the line at constant high tempera- 
ture; and, of course, such a system is much less 
expensive to install. 


Air Conditioning 


Air conditioning is making rapid strides, and 
we in the hospital field should familiarize our- 
selves with a few of the fundamental principles 
underlying its use. In applying air conditioning 
to the requirements of a hospital the principal 
thing to do is to determine arbitrarily what it is 
desired to accomplish. Popular concept of air 
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conditioning is chiefly the necessary dehumidifi- 
cation of air and adjustment to proper tempera- 
ture which is necessary for comfort, but it must 
not be forgotten that heating, humidification, air 
cleaning, and air circulation are equally impor- 
tant functions in the ideal air conditioning sys- 
tem. Therefore, an expert survey of all these fac- 
tors and a wise choice within the available means 
is imperative before deciding on the particular 
design. Usually very efficient air filtration can 
be accomplished in connection with any system 
at a nominal cost and should never be omitted. 
Humidification is the function which is most 
often neglected simply because the average per- 
son is not very conscious of any discomfort due 
to excessively dry air. 


The common procedure in designing the size 
of plant for dehumidification and cooling is to 
aim at a combination of relative humidity and 
temperature which will bring the so-called effec- 
tive temperature within the comfort zone as de- 
fined by the American Society of Heating and 
Ventilating Engineers. Certain individual ad- 
justments to this general rule are to be expected 
more and more in the future, as experience from 
large numbers of people is pointing out increas- 
ingly that severe discomfort may result if the 
physiological functions necessary for adjustment 
in going from conditioned air to outside air are 
over-taxed. 


To keep initial and operating costs within rea- 
sonable limits the conditioning plant is usually 
designed to meet the more severe conditions of 
heat and humidity encountered during the sum- 
mer but not the actual peak conditions, as such 
conditions are generally present only during very 
few days of the summer. 


As to the conditioning plant itself: Most of 
the existing installations are of the refrigeration 
type and should be installed with full thermo- 





Coming Meetings 


Ontario Hospital Association, Toronto, October 
19-21 


American Public Health Association, Kansas 
City, October 25-28 


Connecticut Hospital Association, November 


Colorado Hospital Association, Denver, Novem- 
ber 9-10 


Association of Western Hospitals, Seattle, 
Washington, February 20-23, 1939 
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static and humidistatic control and over as wide 
_an adjustable range as possible. However, more 


recently chemical dehumidification is becoming 
quite popular, especially when an easily available 
supply of cold water is present. The simplicity 
of operation of these systems is probably well 
worth investigating for those considering air con- 
ditioning of hospital units in the near future. 


A Clearing House for Comparative Information 


In closing, may I say that, in my opinion, the 
biggest crying need in the operation of boiler 
and mechanical plants of hospitals is for a clear- 
ing house for comparative information such 
as exists in most industries today. You may 
have the most perfect operating plant in the coun- 
try but without any comparative data with other 
hospitals you have no rule or guide to determine 
whether your institution is going forwards or 
backwards in economic operation. 


There is no common system for arriving at 
costs of operating power plants. In a letter written 
to hospitals in the United States and Canada, 
asking for the per cent of the total hospital budget 
that was used in the power plant, eighteen re- 
plies were received and they varied anywhere 
from five per cent to twelve and four tenths per 
cent, the lowest figure being in that part of the 
country where the winter temperature dropped 
much lower than in the area where the 12.4 per 
cent came from. In other words, figures showed a 
variation of about 125 per cent which could not 
be explained by climatic or other conditions. I 
would like to recommend that the American Hos- 
pital Association appoint a committee to study 
this situation with the end in view of recommend- 
ing standard methods of computing power plant 
costs. If this is done then and only then will it 
be possible to have a clearing house for needed 
information. 


New England Hospital Association, Boston, 
March 9-11, 1939. 


Southeastern Hospital Conference, Jackson- 
ville, Florida, April 13-15, 1939 


Texas State Hospital Association, Fort Worth, 
April 21-22, 1939 


Hospital Association of Pennsylvania, Philadel- 
phia, Pennsylvania, April 26-28, 1939 


Association of New York State, New York City, 
May 17-19, 1939 
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Sixth Annual Institute for Hospital Administrators 


University of Chicago, September 7-17, 1938 


ministrators conducted by the American Hos- 

pital Association, with the cooperation of the 
University of Chicago, the American College of 
Surgeons, the American Medical Association, the 
American College of Hospital Administrators, and 
the Chicago Hospital Council opened Wednesday 
September 7, with a registration of one hun- 
dred fourteen students from twenty-seven states, 
two provinces of Canada, and Puerto Rico. 


To: Sixth Annual Institute for Hospital Ad- 


There was an interesting variety in the sizes 
and types of hospitals represented. The greatest 
number of students were from general hospitals, 
but children’s hospitals, tuberculosis sanitariums, 
an eye, ear, nose, and throat hospital, and a hos- 
pital specializing in cardiology were represented. 


Forty-one students came from institutions of 
under one hundred beds; thirty-three were from 
hospitals of from one hundred to two hundred 
beds; hospitals of from two hundred to five hun- 
dred beds sent twenty-six students, and five came 
from hospitals of over five hundred beds. The fig- 
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1938 Institute for Hospital Administrators, Chicago 


ures given include bassinets. A few of the stu- 
dents had no hospital connection at the time. 


There was just as much variety in the appoint- 
ments represented, sixty-one of the group being 
hospital administrators, eighteen assistants, 
twenty-two department heads, while thirteen 
were members of the staff sent by administrators 
or former administrators with no hospital connec- 
tion. 


An analysis of the type of administrators at- 
tending shows that there were sixty-eight who 
had had nurse training; thirty-nine were laymen, 
and seven held the degree of M.D. Nineteen stu- 
dents had attended our previous institutes. 


The course was under the direction of Dr. Mal- 
colm T. MacEachern who was assisted by Leonard 
Shaw, assistant secretary of the American Hos- 
pital Association, and Gerhard Hartman, acting 
executive secretary of the American College of 
Hospital Administrators. Registration took place 
between nine and nine thirty a. m., and from nine 
thirty to ten thirty a. m. the students received 













greetings from Robert E. Neff, president of the 
American _ Hospital Association, and Dr. Bert 
W. Caldwell, executive secretary of the American 
Hospital Association. It was planned that Asa 
S. Bacon, superintendent of Presbyterian Hos- 
pital, Chicago, would address them also, but un- 
fortunately Mr. Bacon was taken ill on the previ- 
ous day. 


Following these greetings Dr. MacEachern gave 
general instructions to the members of the Insti- 
tute; he outlined the objects of the course, 
discussed the program, and explained the require- 
ments that would have to be met for students to 
become eligible for the certificate of the course. 


As in previous years, each lecturer took two 
periods on separate days. The first day was de- 
voted entirely to the lecture, and the second day 
was a combination of lecture and seminar. It 
is interesting to note that at all discussions during 
the seminars there was a very active participation 
by the students who showed a great eagerness for 
information. 


It is obvious that in a course of this nature all 
phases of hospital administration cannot be cov- 
ered in a set program, and so it was planned that 
all members of the Institute should be invited to 
present their particular problems to be discussed 
either individually or in groups with students 
having similar problems. Arrangements were 
made with a number of competent administrators 
to hold these conferences. Leaders at these spe- 
cial conferences were: 


Dr. R. C. Buerki 

Dr. T. R. Ponton 

Dr. William H. Walsh 
Mabel W. Binner 

Dr. Malcolm T. MacEachern 
Dr. Neal N. Wood 


These conferences were held on Saturday after- 
noon, and although attendance was optional it 
was very pleasing that practically the entire en- 
rollment was present. 


Another optional conference was held on Sun- 
day morning under the direction of Dr. Mac- 
Eachern, assisted by Dr. Ponton. 


Each afternoon throughout the whole course 
demonstrations were conducted in local hospitals. 
These demonstrations were arranged to coincide 
with the lecture and each student had the choice 
of one of four demonstrations daily. Students 
were conveyed to the various hospitals by bus and 
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transported back at the end of the demonstration. 
. Space prevents a detailed listing of each lecture 
and demonstration in this commentary, but such 
listing has already been published in a previous 
issue. 


In addition to these demonstrations at the hos- 
pitals, specially conducted tours were made of 
the buildings of the American College of Sur- 
geons, American Medical Association, and the 
American Hospital Association. Some of the eve- 
ning lectures were held at the latter. It was felt 
that it would be advantageous for the students to 
be familiar with the headquarters of these organi- 
zations with which they are consistently dealing, 
and the general consensus was that the tour 
formed an important part of the program. 


Sessions were held each evening, and on 
Wednesday of the first week, Monday, Tuesday, 
Wednesday, and Thursday of the second week 
Dr. MacEachern conducted his unequalled round 
table conferences. Before starting the confer- 
ence proper, Dr. MacEachern spent some ten or 
fifteen minutes discussing the ethics, funda- 
mentals, and ideals of hospital administration and 
all it implies. Each evening questions of every 
description were asked and presented for discus- 
sion. 


On Friday, September 16, an annual dinner was 
given in honor of the faculty by the members of 
the Institute. It was well attended and the stu- 
dents’ arrangements committee presented an ex- 
cellent program in a humorous vein. 


On Saturday morning, Dr. G. Harvey Agnew, 
who at that time was president-elect but is now 
president of the American Hospital Association, 
presented the concluding lecture of the course. 
Dr. Agnew discussed “Your Profession—Keeping 
Up with its Advances.” He graphically outlined 
what the course had done for the students, how 
the students should get the maximum value from 
the concentrated information they had received, 
and then spoke in a broader sense of the responsi- 
bility of all hospital workers in the advancement 
of hospital service, the establishment of proper 
public relations, and the necessity of always keep- 
ing up to date. 


It was necessary for students to attend all lec- 
tures, other than optional ones on Saturday after- 
noon and Sunday morning to entitle them to a 
certificate of attendance for the course. It is very 
praiseworthy to be able to record that, with but 
one or two exceptions, every student received this 
certificate which was presented at the close of Dr. 
Agnew’s address. 
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Annual Convention of the American Hospital 

Association in Dallas last week. This does not 
include the registration of the National Associa- 
tion of Nurse Anesthetists, the Exhibitors, or 
guests. From the standpoint of attendance, in- 
terest in the scientific programs, the exhibits, and 
the work of the Association it was one of our best 
Conventions. 


Tam thousand hospital people attended the 


The House of Delegates 


The House of Delegates got down to work with- 
out delay. The debate on the National Health 
program, the discussion on the extension of hos- 
pital service, and the other subjects brought be- 
fore the house were a fine manifestation of the 
thought and study which the members of the 
policy forming body of the Association had given 
to the question with which our institutions are 
most concerned and which will mean much to the 
continued and satisfactory operation of our hos- 
pitals in the future. The pronouncement of the 
principles for the extension of hospital service was 
the considered conclusions of a body, which in 
terms of experience, and ability to analyze and 
decide, cannot be questioned. The men and women 
who compose the House of Delegates are leaders 
in the hospital field, as they would be in any 
other profession or line of endeavor in which they 
might be engaged. 


Sixty-seven delegates and forty-two alternates 
answered to the roll call. They came from the 
widely separated states of this country and the 
provinces of the Dominion of Canada. They were 
truly a representative group, sound and advanced 
thinkers, and able legislators in every sense that 
can be applied. The results of their deliberations 
will have an important bearing upon the preserva- 
tion of all that is good in a fine hospital system of 
service that has taken forty years in its per- 
fecting. 


Completing three days of labor, during which 
they were in almost continuous session, the Dele- 
gates elected the following officers for the coming 
year: 


President: G. Harvey Agnew, M.D., Toronto, 
Canada 

President-Elect: Fred G. Carter, M.D., Cin- 
cinnati, Ohio 

First Vice-President: J. B. Franklin, Thomas- 
ville, Georgia 


Second Vice-President: Rev. J. S. O’Connell, 
New York City 
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Third Vice-President: Mrs. Cecile Tracy Spry, 
Everett, Washington 


Treasurer: Asa S. Bacon, Chicago, Illinois 


Trustees: Ada Belle McCleery, Evanston, 
Illinois 
Ellard L. Slack, Oakland, California 
Donald C. Smelzer, M.D., Philadelphia, Penn- 
sylvania . 


The 1939 Annual Convention will be held in 
Toronto, Canada, concurrently with the Interna- 
tional Hospital Congress. 


Program 


Before nine o’clock on Monday morning mem- 
bers of the Association and visitors began to 
assemble at the main entrance of the Convention 
Hall. Here they performed their first duty, that 
of registering according to their several classifica- 
tions. Within a very few minutes the hall began 
to fill, and the atmosphere was one of congenial 
greetings, as old friendships were renewed and 
new ones established. From the registration desk 
a vista of the exhibit appeared with its six orderly 
avenues. In each of three corners of the Con- 
vention Hall a meeting room with a capacity for 
one thousand persons had been erected. These 
halls were dedicated to the memory of Anna T. 
McCann, John E. Daugherty, and Ingersoll Bow- 
ditch respectively, while a fourth hall situated 
across the road from the Convention Hall in the 
Auditorium, with a seating capacity for fifteen 
hundred people, was dedicated to the late Henry 
Adams Rowland. 


There was only one meeting scheduled for Mon- 
day morning, that of the Dietetic Section, under 
the chairmanship of Angeline Phillips, Dietitian, 
University of Nebraska Hospitals, Omaha. This 
Section had a very comprehensive program, and 
was very well attended. 


Having only one meeting on the morning of the 
opening day enabled everyone to take at least a 
general survey of the exhibits. It is difficult to 
describe adequately the Convention Hall. This 
huge building with its vaulted ceiling lent itself 
unusually well to the decorations of flags and 
bunting. And the glistening metal, brilliant lights, 
and colorful displays in this more than a million 
dollars worth of hospital equipment exhibit, all 
blended together in an artistic whole. 


At this point we would mention particularly our 
new departure, that of the Gadget Exhibit, which 
displayed equipment and accessories designed by 
hospitals for their individual use. The exhibit 
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extended for more than half the total length of 
the hall, and attracted a great deal of attention. 
The gadgets were of every conceivable nature 
and included such things as orthopedic equipment, 
soap knives, rotary mixers for paint and soap, 
sponge safes, equipment for use in the maternity 
division, utensil holders, incubators, and a hun- 
dred and one other items. Hospitals from seven- 
teen states, the Dominion of Canada, and Hawaii 
participated in this exhibit, and we hope-that it 
will become an annual feature of our Convention. 
This exhibit was directed by Margaret E. Ken- 
nedy. 


Restaurants 


We were particularly fortunate this year in our 
luncheon facilities, for immediately across the 
street from the Convention Hall a replica of an 
Old English Village Inn, one of the Fair buildings, 
with complete restaurant facilities and a most ex- 
cellent cuisine was opened for the period of the 
Convention. Because the weather was very hot 
throughout the whole Convention, the tables, 
erected under the shade of umbrellas, of the side- 
walk cafe, which extended around a square pool 
filled with gold fish of every variety, were very 
popular with the delegates. 


General Business Section 


On Monday afternoon the general session of the 
Assembly, under the chairmanship of Rev. John 
W. Barrett, Vice-President of the Association and 
Director of Hospitals of the Archdiocese of Chi- 
cago, was held. This very important session was 
well attended, and some outstanding papers and 
discussions presented. The speakers at this ses- 
sion were Hon. Arthur J. Altmeyer, Dr. E. H. 
Lewinski-Corwin, Mrs. John Benson and Dr. V. 
W. Hoge. 


Meeting concurrently with the Assembly was 
the Pharmacy Section under the chairmanship of 
Worth L. Howard, Administrator of the City Hos- 
pital, Akron, Ohio. 


President’s Session 


This year, as in previous years, the President’s 
Session convened on Monday evening. It was held 
in the Grand Ballroom of the Adolphus Hotel, and 
in the formal atmosphere President Robert E. 
Neff gave an accounting of his stewardship of the 
affairs of the Association for the period of twelve 
months. The Presidential Address is published 
elsewhere in this issue. Preceding Mr. Neff’s 
speech the Association was welcomed on behalf 
of the State of Texas by its Lieutenant-Governor, 
Walter F. Woodul. His Honor, George A. Sprague, 
Mayor of the City of Dallas, extended greetings 
from the City, and Mrs. Josie M. Roberts, Presi- 
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dent of the Texas State Hospital Association and 
a Vice-President of the American Hospital Asso- 
ciation, extended greetings on behalf of the State 
body. Dr. E. W. Bertner of Houston, President 
of the Texas State Medical Association, conveyed 
the good wishes of his organization. Following 
the President’s address, Dr. G. Harvey Agnew, 
President-Elect of our Association, was intro- 
duced. 


One of the features of this meeting was the 
presentation of a gavel to each State and Pro- 
vincial Hospital Association by our President. 


Hospital Day Awards 


Each year National Hospital Day is becoming 
more important to our hospitals, and under the 
able chairmanship of Albert G. Hahn of the 
Deaconess Hospital, Evansville, Indiana, this 
movement is gaining great momentum. The 
awards this year were as follows: 


For cities under 15,000 population: 
Paradise Valley Sanitarium and Hospital, 
National City, California 


First Honorable Mention 
Waynesboro Community Hospital, Waynes- 
boro, Virginia 


Honorable Mention 

Lakeside Memorial Hospital, Pine City, Min- 
nesota 

Mauston Hospital, Mauston, Wisconsin 

St. Luke’s Hospital, Thief River Falls, Min- 
nesota 

Saratoga Springs Hospital, Saratoga Springs, 
New York 


For cities over 15,000 population: 
City Hospital, Cleveland, Ohio 


First Honorable Mention 
New England Sanitarium and Hospital, 
Stoneham, Massachusetts 


Honorable Mention 

Conemaugh Valley Memorial Hospital, Johns- 
town, Pennsylvania 

Mt. Sinai Hospital, Milwaukee, Wisconsin 

Quincy City Hospital, Quincy City, Massa- 
chusetts 

St. Mary’s Hospital, Duluth, Iowa 


Following the presentation of these awards a 
most dramatic tableau was presented, depicting 
Florence Nightingale. All lights in the Ballroom 
were extinguished and suddenly a spotlight re- 
vealed Florence Nightingale standing with her 
lamp. The pages of history went back forty-eight 
years and every delegate heard the voice of Flor- 
ence Nightingale. This was made possible due to 





75 








the finding of one of Edison’s early wax record-. 


ings of famous voices of his day. 


In 1934 Dr. C. E. Nelson of Paradise Valley 
Sanitarium while visiting London heard that a 
number of these famous recordings had been 
found in the archives of the Edison Bell Company. 
They were covered with mildew and completely 
forgotten, but eventually through technical skill 
it was possible to transfer from the original rec- 
ord to one of modern design. Dr. Nelson secured 
a record through the courtesy of the British Em- 
pire Cancer Campaign, and it was first played in 
the United States on National Hospital Day this 
year. 


At the conclusion of the ceremony Dr. Nelson 
graciously presented the record to the Library of 
the American Hospital Association. 


Tuesday 


On Tuesday the convention settled down to its 
normal stride, and three major sessions were con- 
ducted during the morning. These were: the 
Tuberculosis Section, in the Anna T. McCann Hall 
under the chairmanship of Dr. M. Pollak, of the 
Peoria Municipal Tuberculosis Sanitarium, Peoria, 
Ill.; the Out-Patient Section in the John E. 
Daugherty Hall under the chairmanship of Dr. 
Langdon T. Crane, of Harper Hospital, Detroit, 
Michigan ; and the Section on Mechanical Divisions 
of Hospital Operation in the Henry Adams Row- 
land Hall under the chairmanship of S. Frank 
Roach, of the Jersey City Medical Center. All 
these meetings were well attended and the pro- 
grams were sufficiently varied so that every dele- 
gate was able to find something of particular 
interest to him. 


In the afternoon a round table on tuberculosis 
problems met in the Anna T. McCann Hall; the 
meeting was again under the direction of Dr. 
Pollak. 


The Nursing Section held a very important 
meeting in the John E. Daugherty Hall directed 
by Olga Breihan, of Baylor University Hospital, 
Dallas; the meeting discussed general nursing 
problems, accreditation, and the status of grad- 
uate nurse service; well rounded out discussions 
took place on all papers. 


In the Henry Adams Rowland Hall the Purchas- 
ing Agents’ Section met guided by William S. 
McNary, of the University of Colorado School of 
Medicine and Hospitals, Denver. Besides dis- 
cussing many miscellaneous purchasing problems, 
the report of the Committee on Simplification and 
Standardization of Hospital Furnishings, Supplies, 
and Equipment was presented by L. M. Arrow- 
smith, of St. John’s Hospital, Brooklyn, New York. 
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A manual of standards of hospital furnishings is 

- being prepared by this committee, and by resolu- 
tion its printing and distribution to the hospital 
field was requested. 


On Tuesday evening the Trustees’ Section met 
in the ballroom of the Hotel Adolphus, under the 
chairmanship of David B. Skillman, chairman of 
the board of trustees of the Easton Hospital, 
Easton, Pennsylvania. This important section re- 
ceived an address of welcome from the Honorable 
Hatton W. Sumners, member of Congress from 
Texas, and listened to such important presenta- 
tions as: “The importance of being educated for 
any job that one undertakes,” “How a trustee can 
learn about his own hospital,” and “How a trustee 
can learn about other hospitals” and state asso- 
ciation relationship in which the value of the 
State Associations and the trustees was empha- 
sized. 


Throughout the day the registration increased, 
and everyone felt that the Convention had a good 
start on a week of real productive work; despite 
the extremely hot weather everybody remained in 
gay spirits and like true hospital workers all at- 
tended the meetings with great regularity. 


Wednesday 


Promptly at nine o’clock on Wednesday morn- 
ing four meetings convened in the various halls. 
The Children’s Hospital Section met in the Anna 
T. McCann Hall under the chairmanship of Mabel 
W. Binner, of the Children’s Memorial Hospital, 
Chicago. The papers presented included the sub- 
jects: “What provision is being made to teach 
the patient while in the hospital?”; “Control of 
Infection in Children’s Hospitals”; and “Ortho- 
pedics, a Challenge to the Hospital Administra- 
tor.” 


The Social Service Section under the chairman- 
ship of Elizabeth T. Mills, of the State University 
of Iowa Hospitals, Iowa City, convened in the 
Henry Adams Rowland Hall to discuss “Social 
aspects of recent governmental health programs 
as related to hospitals.” This subject included: 
venereal disease control, and maternal and child 
health. Following the meeting a luncheon was 
held for medical social workers in the headquar- 
ters hotel. 


Oliver G. Pratt, of Salem Hospital, Salem, 
Massachusetts, presided over the Small Hospital 
Section in the John E. Daugherty Hall where dis- 
cussion took place on such important subjects as: 
“Safeguarding the Patient Against Unnecessary 
Surgery”; “Hospital Care Insurance”; “Import- 
ance of the Small Hospital in Canada’; and the 
Problems of the Small Hospitals in the South. 
After the formal meeting the speakers very kindly 
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stayed behind to discuss in an informal manner 
individual questions presented by hospital admin- 
istrators. 


As a sequel to the Trustees’ Section on Tuesday 
a round table conference was held in the Adolphus 
Hotel coordinated by David B. Skillman. The 
broad heading of the subjects discussed was: “The 
Relationship Between the Board of Trustees and 
the Administration.” 


Three sections met during the afternoon. In 
the Anna T. McCann Hall “Hospital Care Insur- 
ance” was discussed; the meeting was presided 
over by Frank Van Dyk, of the Associated Hos- 
pital Service of New York. Mr. Van Dyk is chair- 
man of the newly-formed Council on Hospital Care 
Insurance. The presentation made at this meet- 
ing included “Hospital Care Insurance”; “Social 
Security”; “Hospital Responsibility in non-profit 
insurance plans”; and “English Hospital Con- 
tributory Schemes.” The meeting was concluded 
by the report of the Committee on Hospital Ser- 
vice of the American Hospital Association. 


In the Henry Adams Rowland Hall the Admin- 
istration Section met under the chairmanship of 
A. R. Hazzard, of the Easton Hospital, Easton, 
Pennsylvania. This well attended meeting listened 
to an extensive paper by Katharine F. Lenroot, 
chief of the Children’s Bureau, Washington, D. C., 
entitled “The Relationship of Hospital Services 
to Comprehensive Programs of Health and Medi- 
cal Care for Mothers and Children,” and Blanche 
Pfefferkorn, director of studies of the National 
League of Nursing Education together with 
Charles A. Rovetta, of the University of Chicago, 
discussed the “Cost Study of Nursing Service and 
Nursing Education.” Other papers included “An 
approach to the hospital personnel problem,” 
“Prevailing ratios of personnel to patients in hos- 
pitals offering general care,” and “Hospital pa- 
tients’ libraries.” 


The third session was that of Hospital Planning 
and Operation, which met in the John E. 
Daugherty Hall under the chairmanship of Dr. 
Lewis E. Jarrett, of the Hospital Division-Medical 
College of Virginia, Richmond; “Air Condition- 
ing”; “Advantages of Vertical Over Horizontal in 
Hospital Construction”; “Acoustics”; and “Reno- 
vating and Remodeling” were subjects covered. 


Banquet 


The gala social event of our fortieth annual con- 
vention was the annual banquet held in the grand 
ballroom of the Adolphus Hotel. Covers were laid 
for 675. The Local Arrangements Committee 
spared no effort in presenting to our delegates an 
atmosphere of the South: souvenirs, table decora- 
tions, and orchestra, all carried out the Latin- 
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American motif. Immediately following the in- 
vocation the colorful ceremony of the grouping 
of the flags took place. The flag bearers for the 
ceremony were members of the American Legion 
(Dallas Branch) who marched into the banquet 
hall under flood lights bearing the flag of the 
United States, the Canadian flag, and the stand- 
ards of the American Hospital Association and the 
College of Hospital Administrators. The flags 
were arranged in front of the orchestral platform, 
the flag of the United States to the front, and in 
an impressive ceremony the dedication was made 
by Bishop C. Selecman, former president of South- 
ern Methodist University. As the dedication con- 
cluded Allan McQuhae sang “God Save the King” 
and the “Star Spangled Banner.” Following the 
introduction of distinguished guests, the main ad- 
dress was made by the Honorable Pat Neff, presi- 
dent of Baylor University, and at the conclusion 
of the address Robert Neff formally inducted Dr. 
G. Harvey Agnew, of the Department of Hospital 
Service, Canadian Medical Association into office 
as our 1939 president. 













































Thursday 


The meetings on Thursday morning included a 
round table on Public Relations conducted by John 
R. Mannix, of the University Hospitals, Cleveland, 
Ohio. This meeting was held in the Anna T. Mc- 
Cann Hall. A second round table took place in 
the John E. Daugherty Hall under the leadership 
of Arden E. Hardgrove, of the John N. Norton 
Infirmary, Louisville, at which small hospital 
problems were discussed. Dr. C. Rufus Rorem, 
director of the Committee on Hospital Service of 
the American Hospital Association, held a panel 
discussion on hospital care insurance in the Henry 
Adams Rowland Hall. In the afternoon the Pub- 
lic Hospital Section met in the Henry Adams Row- 
land Hall directed by Dr. James W. Manary, of 
the Boston City Hospital, Boston, Massachusetts ; 
the program included such papers as: “Social 
Service Admitting in public hospitals”; ‘“Domi- 
ciliary Care in connection with Municipal Hospital 
service’; “The Relationship of Public Hospitals 
to Local Health Agencies”; “Public Hospital Con- 
trol”; and “The Problem of Training Interns in 
Municipal Hospitals.” 


Orthopedic Demonstration 


A remarkable demonstration in orthopedics 
was held in the John E. Daugherty Hall under the 
direction of staff members of Scottish Rite Hos- 
pital, Dallas. For this demonstration a special 
stage was set and three distinct phases of ortho- 
pedic practice were presented: first, the out-pa- 
tient department; second, the care of patients and 
apparatus; and third, the hospital’s brace shop. 
Everyone attending this meeting was most enthu- 
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siastic about it and left feeling that he had gained 
practical information which could be applied to his 
own institution. 


The Barbecue 


At six o’clock on Thursday evening more than 
three thousand people met on the Fair Grounds 
for what was conceded to be one of the finest bar- 
becues ever held. To insure the success of this 
Southern event the services of John Snider and 
his crew of barbecue experts were retained. Mr. 
Snider is known from coast to coast for his ability 
in arranging such a feature, and everyone had 
a grand time. In the bandshell a cowboy band 
played and Texan ropers performed. A spirit of 
the Fair was enjoyed by all. Although the day 
had been hot, the evening was much cooler and 
under a star-lit sky the festivities proceeded. 
This event was provided through the courtesy of 
the Texas State Hospital Association and the Dal- 
las Hospital Council. It will be many a long day 
before our delegates forget this unusual treat. 


Friday 


The last day of our convention saw no slacking 
of enthusiasm on the part of the delegates. Nearly 
seven hundred people turned out for the now 
famous McEachern-Jolly round table conference 
under the leadership of these two enthusiastic and 
outstanding men. Problems of every description 
were presented and disposed of, and not a soul 
left until the time for adjournment came. 


As soon as the round table was over delegates 
flocked to the exhibits to get a last look at the 
equipment. Hand-shaking and good-byes were in 
the air, with a feeling of reluctance that a happy 
week was closing, and the expression “See you in 
Toronto next year” became almost a slogan. 


The Mexican Delegation . 


The fortieth annual convention was honored 
by an official delegation from Mexico consisting of 
six prominent hospital officials headed by Dr. Sal- 
vador Zubiran, Under Secretary of the Depart- 
ment of Public Assistance for Mexico. These 
delegates made an official tour of the convention 
and attended sessions and the various social func- 
tions. Everyone was most happy at this inter- 
national gesture, and as you will note elsewhere, 
a special committee to be known as “The Commit- 
tee on Latin-American Relations” was created 
to further the feeling of good will created by our 
distinguished guests. 


Individual Conferences 


An innovation at this year’s convention by 
President Robert E. Neff was a series of daily 
interviews given by outstanding hospital admin- 
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istrators to any delegate having an individual 
problem which he desired to discuss. These in- 
terviews were very much appreciated by a con- 
siderable number of people, and we are confident 
that they served a sufficiently useful purpose that 
repetition in future years will be advantageous. 


Radio Speeches 


Throughout the week the several radio stations 
in Dallas generously gave time on the air for a 
period each day resulting in wide-spread publicity 
of hospital information being transmitted to the 
homes of our people across the continent. 


The Golf Tournament 


The annual golf tournament of the American 
Hospital Association was held on Wednesday 
afternoon at the Lakewood Country Club. Dr. A. 
J. Schwenkenberg, chairman of the Golf Commit- 
tee, supervised the tournament. The cream of the 
golfing membership of the Association partici- 
pated in the competition for the much coveted 
silver trophy given some years ago by the Cana- 
dian Hospital Association. To A. O. Kittern of 
Cleveland, Ohio, go the laurels of the afternoon, 
when for a score of 83 he succeeded for the second 
consecutive time in taking the cup to Cleveland. 


Close at his heels were Dr. B. W. Black of Oak- 
land, California, Dr. W. F. Cook of Boston, C. F. 
Runyan of Charleston, West Virginia, and Dr. 
O. F. Ball of Chicago. Mrs. Edna Nelson of Chi- 
cago carried the honors for the ladies and inci- 
dentally took away a beautiful prize donated by 
Marvin Drug Company of Dallas, Texas. 


H. C. Richards of Mennen Company of New 
Jersey, and F. H. Goodspeed, Jr. of Stickley 
Brothers of Grand Rapids, held honors for the 
exhibitors. 


Prizes for low gross and low net scores as well 
as the special prizes donated by Parke, Davis and 
Company to physicians were won by Dr. O. F. 
Ball, Dr. B. W. Black, Dr. C. F. Runyan, Dr. W. 
F. Cook, Dr. N. F. Heidgen, H. O. Johnson, H. C. 
Richards, and T. H. Goodspeed, Jr. 


The real success of the tournament is due 
largely to the beautiful prizes donated by The 
Mennen Company, The John Sexton Company, 
Parke, Davis and Company, and Marvin Drug 
Company. 


The Educational Exhibits 


These exhibits in general showed a definite re- 
sponse to the present day importance of the social 
and personnel problems connected with the work 
of hospitals and allied activities. 
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The American Association of Medical Social 
Workers and the National Association of Nurse 
Anesthetists showed the progress of organization 
of state groups; the Library of the American Hos- 
pital Association showed a suggested internal or- 
ganization of the various departments of the hos- 
pital including the number, the salary limits and 
allowances of employees in each grade within the 
department; and the exhibit of the American 
Nurses’ Association emphasized the development 
and activities of registry, together with informa- 
tion on the incomes and employment conditions 
affecting nurses and the development of the eight- 
hour day. 


Of more educational and historical interest 
were the exhibits by the American College of Sur- 
geons showing a pictorial story of the progress of 
hospital care of the sick; the American Red Cross 
depicting highway first aid; the American Social 
Hygiene Association showing the relation of 
syphilis to maternity and its complications. The 
American Dietetic Association stressing the need 
for adequate education and training for dietitians; 
the National League of Nursing Education show- 
ing the findings of the cost study as relates to 
illness; and the American Society of Clinical 
Pathologists, stressing the importance of the 
proper training of technicians and the approved 
facilities available for that purpose. The exhibit 
of the American Medical Association showed an 
instruction analysis of the hospital facilities avail- 
able, and The Architectural Exhibit of the Amer- 
ican Hospital Association showed typical plans 
from the leading hospital architects with empha- 
sis on the hospital of one hundred beds or less. 


The Association of Record Librarians of North 
America and the Coordinating Committee of 
Physicians and Social Workers directed attention 
to the importance of medical records and of ade- 
quate social work to the welfare of the patient, 
while the Committee on Accounting of the Amer- 
ican Hospital Association, the Committee on Hos- 
pital Service of the American Hospital Associa- 
tion, and the Group Hospitalization exhibits each 
showed their contribution to the solution of the 
economic problems of hospital administration and 
service. 


Other exhibits of educational interest were 
those of the National Tuberculosis Association 
illustrating medical and social aspects of tubercu- 
losis; of local organizations showing the devel- 
opment of tumor clinics; of occupational therapy ; 
of physical therapy; of the very new helium- 
therapy; and of the activities of the American 
College of Hospital Administrators. 


Social exhibits included those of the Texas 
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Craduate Nurses’ Association, the Richard Free- 
man Memorial Clinic (pediatric), the Crippled 
Children’s Division of the State Department of 
Education, the Dallas Council of Social Agencies, 
the Child Guidance Clinic, and the development 
of the Bradford Memorial Hospital. 


The Commercial - Exhibits 


In an atmosphere of typical southwestern hos- 
pitality, it was not difficult for the exhibitors at 
the Fortieth Annual Convention of the American 
Hospital Association to get off to a fine start on 
Monday morning, September 26. The exhibitors, 
from Monday morning until Friday noon, ex- 
tended a warm welcome to their many friends. 
The products shown and the services offered were 
of such interest that the Press of Dallas sent for 
their photographers to report the various prod- 
ucts in operation. 


Exhibits occupied the entire floor space of the 
commodious hall, with the exception of three 
spaces in corners of the building which were de- 
voted to large meeting halls. Going to and from 
these meetings members of the Association visited 
and inspected the exhibits. The arrangement and 
numbering of the booths facilitated finding vari- 
ous firms so that there was a minimum of con- 
fusion. 


As one surveyed the entire display it was im- 
pressive to realize the tremendous progress in 
hospital equipment displayed by the types of 
products being offered. Not only were the peo- 
ple from the South, Southwest, and far West most 
favorably impressed but they were frankly en- 
thusiastic about what they had seen and learned 
about the new types of equipment which means 
so much to modernized hospitalization. 


Favored by bright sunny weather during the 
entire meeting, the exhibitors found the Texas 
heat a matter which came in for much comment, 
and probably was a point of contact for them with 
many delegates. They cheerfully adapted them- 
selves to conditions and their comfortable chairs, 
cooling fans, or refreshing drinks made the in- 
spection of the exhibits a pleasure in spite of the 
heat. 


Certain it is that the exhibitors were on hand 
with the best at their command, and did every- 
thing in their power to express a genial courtesy 
to their friends in the Association. They are to 
be complimented upon the high plane on which 
they carried their work. It goes without saying 
that we in the Association are proud to be af- 
filiated with them in serving the hospitals. 


79 





SANT 


EDITORIAL COUNCIL 


BERT W. CALDWELL, M_.D., 


G. HARVEY AGNEW, M.D., 


Secy., Department of Hospital Service, 


Canadian Medical Association 


Toronto, Ont., Canada. 


W. L. BABCOCK, M.D., 


Treasurer, Grace Hospital, 


Detroit, Michigan. 


ASA S. BACON, 


Superintendent, Presbyterian Hospital, 


Chicago, Illinois. 


CAROLYN E. DAVIS, 


Superintendent, King’s Mountain Memorial 


Hospital, Bristol, Virginia. 


NATHANIEL W. FAXON, M_.D., 


Director, Massachusetts General Hospital 


Boston, Massachusetts. 


S. R. D. HEWITT, M.B., 


Superintendent, St. John General Hospital, 
St. John, N. B., Canada. 


Editor 


ROBERT JOLLY, 


Superintendent, Memorial Hospital, 


Houston, Texas. 


WALTER E. LIST, M.D., 


Superintendent, Jewish Hospital, 


Cincinnati, Ohio. 


MALCOLM T. MacEACHERN, M.D., 


Associate Director, 
American College of Surgeons, 


Chicago, Illinois. 


CHRISTOPHER G. PARNALL, M.D., 


Medical Director, Rochester General Hospital, 


Rochester, New York. 


WINFORD H. SMITH, M.D., 


Director, Johns Hopkins Hospital, 


Baltimore, Maryland. 


WILLIAM H. WALSH, M.D., 


Hospital Consultant, 


Chicago, Illinois. 


FREDERIC A. WASHBURN, M._D., 


Director, Cambridge Hospital, 


Cambridge, Massachusetts. 


SIU 


45) rH i3 
iN! BUN NE pS 


g . 
ta & 


SLUR 


=2> 


HOSPITALS 


LIA 














iY 
x 
~~ 









TUR 


a 





ell 







TY 


IS 






i) 





Nell 


RW 
WY 
=o 4 


/: 





a 




















EDITORIALS 


A Progressive Association 


It has taken forty years for the American Hos- 
pital Association to grow from its swaddling 
clothes through adolescence and immaturity to 
the strength and security of its present estate. 
As it grew in membership and responsibilities in- 
creased, it prepared itself to meet these responsi- 
bilities adequately. 


The creation of the House of Delegates which 
met for the first time at the Dallas Convention 
established a well-chosen, highly competent, ex- 
perienced body to receive and interpret the wishes 
of the membership and shape the policies of the 
Association. 


The Association, always sound and construc- 
tive in both its thinking and planning, becomes a 
progressive Association. It sees far ahead in its 
plans not only to perpetuate the fine system of 
hospital service to which it has contributed so 
much in developing, but also in insuring the per- 
manency of that service and of the hospitals 
which provide it. 


It prepares itself and its membership by study- 
ing indicated trends of hospital thought and 
action. It is willing to bear the criticism and un- 
friendliness of opposing forces when it opens up 
new avenues for those who need hospital and 
medical care. It does not bend to every passing 
wind, but shapes its course to meet the force of 
changing storms, and both in adversity and more 
prosperous times helps our institutions provide 
satisfactory hospital care for every economic 
class. 


It does not disapprove of policies, nor lend sup- 
port to programs, without careful study. The 
history of the Association is not the history of a 
crusader, but of a builder. It develops, but never 
destroys nor impairs the good that our institu- 
tions individually or collectively have created. 


The position of our Association in regards to the 
National Health Program is not condemnatory of 
the whole because we disagree in part, but rather 
commendatory of the part of the program that 
places the responsibility for hospital care where it 
belongs, and that is upon the hospitals. It is in 
sympathy with that part of the program that 
points the way to the support of our hospitals and 
good hospital service. It is in disagreement with 
that part of the program that would create hos- 
pitals where they are not needed, and where there 
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are an insufficient number of medical men and 
nurses to staff them. 


It condemns that or any other program which 
would use tax funds to erect or maintain hospitals 
in cities or communities where existing hospitals 
have been established and have taken care of the 
sick of the communities without the aid of gov- 
ernment. It disapproves of any program of gov- 
ernment which will with the use of its funds build 
competitive hospitals, finally destroy the volun- 
tary hospitals, denominational and philanthrop- 
ically supported, and lower the standards of hos- 
pital service. 


It believes that existing hospitals can give bet- 
ter service to indigent, low-salaried, and patients 
of every economic status, than government hos- 
pitals newly created will give, and this at less cost 
to the taxpayer. It believes that if government 
funds be used to build hospitals, that it would be 
better spent in building more facilities for pa- 
tients’ care in existing hospitals than in building 
new hospitals, except in those communities where 
competent survey shows that they are needed. 


It believes that government should be properly 
concerned in the care of custodial, domiciliary, 
and patients suffering from tuberculosis, or men- 
tal disease; in the care of the sick and crippled 
child; in the expectant mother, and the conduct 
of her confinement under conditions where the 
hazards of childbirth are reduced or entirely 
eliminated. It believes that government should 
use its funds for building and maintaining hos- 
pitals for these purposes. 


And finally, it believes in the extension of hos- 
pital and medical service, separately rendered, or 
included in one, to those in the low income class, 
and their families. 


This is the credo of our Association. Both hos- 
pital and medical people, philanthropist and 
worker, government and individuals can sub- 
scribe to it. They will do a fine service for human- 
ity if they will all cooperate in the accomplish- 
ment of these cardinal principles. 


a 


Extending the Voluntary Insurance 
Principle to Hospital and 
Medical Care 


Six years ago the American Hospital Associa- 
tion undertook the sponsorship of group hospitali- 
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zation and promulgated principles of organization 
and management which have emphatically proved 


their soundness. From that moment, the Ameri- - 


can Hospital Association has been a force to be 
reckoned with in the development of the relations 
of hospitals with the community and with the 
medical profession. 


In 1933, the Association had in mind the 
strengthening and stabilization of the finances of 
voluntary hospitals, but it was equally concerned 
with meeting a social need; and it was resolved to 
accomplish both of these ends in a manner con- 
sistent with the rights and the dignity of the 
medical profession and without compromising pri- 
vate medical practice. Protection of hospitals, 
physicians, and patients was sought by insistence 
on the restriction of the hospital care insurance 
function to non-profit organizations, and in com- 
plete sympathy with the medical profession the 
Association endorsed without qualification the 
principle of free choice of physicians. Hospital 
service plans approved by the American Hospital 
Association with 2,000,000 subscribers already 
enrolled and with new subscriptions coming in at 
the rate of a million a year are contributing sub- 
stantially to the preservation of private medical 
practice in hospitals. 


Recognizing the strong force of public and pro- 
fessional demand for a wider application of the 
voluntary insurance principle to hospital and 
medical care, the Association, at the Dallas Con- 
vention, affirmed its willingness to cooperate with 
medical societies in developing group payment 
plans to cover medical fees of hospital patients of 
limited means. Formulated by hospital adminis- 
trators who, without exception, are friendly to the 
medical profession, the statement adopted by the 
Board of Trustees and the House of Delegates of 
the Association disavows interest in any plan for 
hospital care and medical service in hospitals 
which fails to obtain the approval of the local 
medical profession, and stresses free choice of 
physician, medical participation in management, 
and equitable payments to physicians. There can 
be no just cause for quarrel between the medical 
profession on the one hand and hospitals and non- 
profit hospital associations on the other so long 
as the principles set forth in the Dallas declara- 
tion by the American Hospital Association are 
adhered to. 


There may be differences of opinion as to the 
advantages and disadvantages of independent or 
combined subscriptions to cover the cost of hos- 
pital care and the cost of the services of attend- 
ing physicians. In advising approved hospital 
service plans to second the efforts of medical so- 
cieties to extend the voluntary insurance principle 
to medical fees in hospital practice, the American 
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Hospital Association implies that advantages may 


be derived from joint action. Local medical 
groups or local hospital service organizations may 
think otherwise. 


It is not essential that all local plans be identical 
in the details of management. In the long run 
these plans which prove safest, soundest, and 
most convenient will set the pattern for the entire 
field. From the outset, however, no plan should 
or will be approved by the American Hospital 
Association which fails both to assure real pro- 
tection to the patient and to safeguard every 
legitimate professional interest. Responsible med- 
ical groups will not propose, and the American 
Hospital Association will discountenance any 
project which endangers the justly prized relation 
of physician and patient. 


As matters now stand, private medical practice 
is being steadily whittled away and voluntary 
hospitals are constantly losing ground while the 
government’s participation in hospital care in- 
creases. In these critical circumstances, nothing 
could be more timely than the action taken at 
Dallas. If the medical societies accept the amica- 
ble offer of cooperation which has been made to 
them, and if in consequence new periodic payment 
plans are developed to cover the medical fees of 
hospital patients of limited means, “there will be 
reclaimed for private medical practice a segment 
of medical service in hospitals even larger than 
that which is protected by existing hospital 
plans.” S. S. G. 


enemies tati 


California’s Trend in Medical Service 


Two events have occurred in California during 
the past two weeks which have a growing sig- 
nificance in a program for the extension of med- 
ical and hospital service to people in the lower 
economic brackets. 


The first is in San Francisco. The municipal 
employees numbering 13,000 secured the passage 
of a legislative enactment which would permit a 
change in the city charter, to authorize the deduc- 
tion of $2.50 per month from their pay, a total 
in excess of $30,000 per month to secure hospital 
and medical care for them and their families. 


The San Francisco Hospital Council together 
with the medical profession worked out the details 
of the plan for furnishing these services. The City 
Comptroller is under the law the disbursing offi- 
cer for this fund. A friendly suit was instituted 
in the California Courts and the Court decided 
that the plan came well within the provisions of 
the statute. 
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Under the plan, the employees and the mem- 
bers will be furnished full medical and hospital 
service and payment for these services will be 
made by the City Comptroller. A total of 4,000 
hospital days per month together with medical 
services will be available. _ 


The second event is state wide. The Director of 
Relief for California, who has made a national 
reputation for efficiency, was finding it difficult 
to secure hospitalization for WPA employees 
widely scattered in their work on the various 
projects. He approached the hospital councils of 
the state who advised him that for 65 cents per 
month per employee, under the hospital service 
plan, hospital care could be provided in any hos- 
pital in the state for WPA employees who might 
need it. The Director was impressed with the 
solution offered and is working with the hospital 
councils to perfect the plan. 


These two events, developing with the cooper- 
ation of practical business men, and hospital ad- 
ministrators and the medical profession, in a pro- 
gressive-minded state like California, indicate 
beyond reasonable doubt that. the provision of 
medical and hospital service for the indigent and 
those in low income brackets is not an unsolvable 
problem. 


It becomes easy of solution, when practical co- 
operative men and women, both lay people and 
medical, apply proper thought and satisfactory 
methods. It insures good hospital service and 
medical care to those who need it, without either 
the experience of financial hardship in provid- 
ing it, or the stigma of permanent indigency. It 
serves the hospitals in their work for people of 
' every economic class, and benefits the physician 
by restoring the self-respect of his patients, and 
reimbursement for the services which he would 
give as charity, or not at all. 


te 


Why Not Better Medical Records 
in Your Hospital 


The venerable and much respected Doctor Carl 
E. Black of Jacksonville, Illinois, a surgeon of 
true and sincere ideals, has on many occasions 
emphasized the value of accurate, complete, and 
scientific medical records in hospitals. He has 
done much, not only by word of mouth but by 
action to accomplish this purpose. On many oc- 
casions, he has given expression to the need of 
a record consciousness in every hospital and by 
this he means that every person in the organiza- 
tion must feel the absolute necessity for good 
medical records. This medical record conscious- 
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ness must permeate the entire institution; not 
alone the physician, the resident, the intern, and 
the medical records librarian should appreciate 
their responsibility but this spirit should extend 
further and involve the hospital trustee, the ad- 
ministrator, the director of nurses, the super- 
visor, the pathologist, the radiologist, the anes- 
thetist, the metabolist, the cardiologist, and other 
specialists attached to the hospital, rendering 
service to the patient. Each person, directly or 
indirectly serving the patient, must realize his 
responsibility in contributing his share to the 
medical record which now in its true form is 
a compilation of scientific data derived from nu- 
merous sources, coordinated into an orderly docu- 
ment by the medical records librarian and finally 
filed away for personal and impersonal uses. 


Fundamentally, therefore, good records in the 
hospital are due to a record consciousness per- 
meating every nook of the institution—from front 
door to back door, from basement to attic. Lead- 
ership, inspiration, industry, and responsibility 
must characterize each person for the assurance 
of adequate medical records. 


The survey of hospitals in the past year indi- 
cates a very distinct failure on the part of some 
administrators and medical staffs to do their duty 
in this respect. Scientific records can be written 
only by an honest, conscientious physician. 


The lack of good medical records in a hospital 
always arouses a suspicion of the scientific hon- 
esty of the work done in the institution. Govern- 
ing boards, medical staffs, and administrators 
should, therefore, see to it that every patient has 
a medical record properly written—one which has 
sufficient data to justify the diagnosis and war- 
rant the treatment. Every record should pass 
the test so often mentioned by the late Doctor 
John B. Murphy. He said that a good medical 
record, in ninety per cent of patients, will reveal 
the diagnosis to the physician without his even 
seeing the patient, and this was the test which 
Doctor Murphy applied to his own records. That 
is why his records have contributed to medical 
science, and that is why these and his work still 
live, though he is deceased several years. 


It is stated on good authority that ninety-seven 
per cent of what a doctor knows dies with him 
unless he records it in his writings while living. 
If doctors fail to produce scientific records, medi- 
cal science of the future will fail. Let us, there- 
fore, follow Doctor Black’s exhortation and de- 
velop a serious medical record consciousness 
throughout our institutions. -And always remem- 
ber that a hospital without records is like a clock 
without hands or a river without water. 
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The Hospital and Health Education 


E. M. DUNSTAN, A.M., M.D., F.A.C.P. 


tion of the public in health matters has been 

stressed by Dr. MacEachern in his compre- 
hensive book, Hospital Organization and Man- 
agement. Also the Council on Public Education 
of the American Hospital Association has out- 
lined excellent programs in this connection. The 
nature of the subject has led the great majority 
of hospital people to fear that in formally under- 
taking this important work they would be en- 
croaching on the field of the city and county pub- 
lic health departments and organized medicine as 
such. As a result only in connection with Na- 
tional Hospital Week do many hospitals partici- 
pate in this important function, the remaining 
activities along this line being limited to sporadic 
efforts from time to time. 


Te place of the local hospital in the educa- 


There is perhaps no other subject in which the 
average man is more interested than in health 
education in which there is greater need of giv- 
ing reliable, authoritative, up-to-date intorma- 
tion. Unless a workable plan of giving this in- 
formation is made readily available, the public 
can hardly be blamed for obtaining it from ques- 
tionable sources. On the other hand, if it is made 
available, it will soon be seen, in most communi- 
ties, that increasing use will be made of the in- 
formation. 


The rapid growth of group hospitalization, the 
changing social conditions, the increasing degree 


of security afforded by the modern hospital, the . 


national publicity attending National Hospital 
Week throughout the nation, are rapidly creating 
in the average man’s mind the thought that the 
hospital is the logical place to go in case of any 
illness and, further, more closely associating hos- 
pitals with community health in the public mind. 
With this established point of contact with the 
life of the average individual, it becomes appar- 
ent that the hospital, through its professional 
staffs, has a splendid opportunity to participate 
in giving to the public a well rounded program in 
this essential field and in so doing further 
strengthen its position in the public mind. 


Definite Program Is Essential 


At the outset it must be stressed that a com- 
prehensive, well-rounded, continuous, program is 
essential. Publicity involving hospitals should 
aim at including all of the standard hospitals of 
the community, stressing the services available 
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rather than the institutions as such. Certainly a 
private hospital would have to exercise extreme 
caution to avoid being criticized if it should plan 
to undertake this program alone. This function 
could well be one for the hospital council, or bet- 
ter for the community health council, if there is 
an active one organized. 


Moreover, in outlining the program, an effort 
should be made to secure all the available talent 
in the community, regardless of affiliations. Many 
county medical societies now have speakers’ bu- 
reaus and: through these the active cooperation of 
organized medicine as a whole can be readily se- 
cured. If a speakers’ bureau is not available, 
every effort should be made otherwise to secure 
wholehearted support of the county medical 
society. 


The Dallas City-County Public Hospital Sys- 
tem, after the fusion of the so-called school and 
non-school staffs eliminated the remaining 
vestiges of factionalism in the Dallas medical 
fraternity, sensed that a splendid opportunity 
seemed to present itself to sponsor this commu- 
nity need. These being the tax-supported charity 
hospitals of the city and county with a large rep- 
resentative attending staff, there appeared to be 
little valid reason for criticizing the hospitals’ 
possible ulterior motives in this enterprise. Park- 
land Hospital, the general hospital unit of the 
system, had just completed a building program, 
which, among many other improvements, in- 
cluded an auditorium. 


Enlisting Support in Behalf of the Program 


Immediate steps were taken to enlist the sup- 
port of the whole County Medical Society in be- 
half of the program. Since there was no speakers’ 
bureau available, it was thought that the next 
best representative set-up would be to secure the 
active cooperation of the Woman’s Auxiliary to 
the County Medical Society. It should be men- 
tioned in passing that health education is one of 
the major objectives of this organization and they 
had been pursuing this with a small degree of 
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success for some years, seldom averaging, how- 
ever, more than 15-18 health lectures a year. 
Parkland Hospital, on the other hand, had at- 
tempted for a number of years to reach the lower 
levels, among the ones who most need health 
guidance and who frequently are little considered 
in outlining a health program. Simple lectures 
had been given at the hospital on maternity and 
child welfare, venereal diseases and their control, 
control of communicable diseases, and others. 


The efforts of these two bodies were merged 
and thus it was felt that the support of the medi- 
cal society as a whole was obtained. To further 
secure active cooperation, it was agreed that a 
monthly report of all speeches delivered or to be 
delivered by medical men would be presented to 
the Public Relations Committee of the County 
Medical Society so that the society would know 
at all times of our activities. 


Obtaining Speakers 


In setting up the mechanism it was clearly ob- 
vious that, if it were to succeed, the procedure 
of obtaining speakers should be simplified to the 
greatest possible degree. My experience for five 
years as chairman of the Extension Service Com- 
mittee of the Dallas Southern Clinical Society, 
had taught me that this was an absolute essential 
if the program was to succeed. It should aim to 
reduce to a minimum the necessity for letter writ- 
ing on the part of busy program committee chair- 
men, this being used mostly for confirmation of 
appointments. In the clinical society we now 
have a number of county medical societies in this 
part of the state whose secretaries call us over 
long distance and simply ask for the titles of sub- 
jects—speakers are not published on list—as ob- 
tained from the lists furnished periodically to 
them, this frequently being the only inconveni- 
ence to which they are put. The speakers who 
have prepared the subjects are obtained from the 
key list in the central office, their acceptance is 
secured, and a letter of confirmation is sent to 
the County Medical Society, a copy being sent to 
the speaker and one kept in the file for statistical 
purposes. 


Construction of Program . 


“The Dallas City-County Hospital System 
and the Woman’s Auxiliary to the Dallas 
County Medical Society are combining their ef- 
forts and are presenting to the public of Dallas 
County a comprehensive program of health 
education. Members of both groups have de- 
voted much time to this enterprise in the last 
few years and have been led to believe that 
such programs have met with general approval. 
A list of subjects for lay presentation has been 
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compiled and these subjects will be discussed 
by experts in their respective lines, including 
not only members of the staffs of Parkland, 
Convalescent and Woodlawn Hospitals, but 
other members of the Dallas County Medical 
Society, the City and County Health Depart- 
ments and prominent laymen in their respec- 
tive fields. If discussion of a subject not on 
the list is desired, a prompt survey of avail- 
able speakers will be made, and if there is one 
available to speak on that subject, the appli- 
cant will be notified immediately. For those 
who wish to go into a subject quite thoroughly 
a bibliography will be furnished upon request. 


“The effort is being made to reach two levels 
of society: first, the higher classes who mold 
public opinion and whose cooperation is neces- 
sary in any enterprise for public betterment— 
namely, those comprising civic, church, and 
fraternal circles; second, the lower classes, or 
indigent group, who need even elementary in- 
struction in health problems. To reach the 
first group this pamphlet will be distributed to 
the officers of the various organizations in the 
county and through them to their respective 
memberships. To reach the second group, 
copies of a little sheet, Health Hints, will be 
distributed through the Parkland Out-Patient 
Department, which contracts some 60,000 pa- 
tients yearly. This sheet will announce periodic 
lectures to expectant mothers, lectures on child 
welfare and other general health subjects, as 
well as give useful health information. 


“Another phase of this project of health edu- 
cation will be the sponsoring of lectures in the 
new Parkland Auditorium, in the City Hall, in 
Little Mexico, in the colored settlements, and 
in West Dallas. These lectures will be given by 
members of the Dallas County Medical Society 
and will be announced in the lay-section of the 
Bulletin of the Dallas City-County Hospital 
System and also in press reports. 


“These subjects may be discussed singly or 
in groups and many of them are illustrated 
with lantern slides, charts, and motion pictures. 
When any organized body wishes to have a 
speaker on a health subject address their or- 
ganization or to sponsor a health program for 
the benefit of the indigent, the chairman of the 
committee on Health Education of the Woman’s 
Auxiliary to the Dallas County Medical So- 
ciety, or the superintendent of the City-County 
Hospital System will, upon request, contact the 
speaker who has prepared the subject desired 
and the applicant will be promptly notified of 
the engagement.” 


The list of topics is distributed widely to pro+ 
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gram committee chairmen of luncheon clubs, civic 
organizations, parent-teachers’ associations and 
church groups early in the Summer in order that 
ample time will be allowed for health subjects to 
be included in the following year’s program. 
Thus, they have available a readily available 
source of authoritative health information at all 
times. 


The key list of speakers prepared to discuss 
the subjects is kept in the central office. Mem- 
bers of the Health Education Committee of the 
Woman’s Auxiliary frequently accompany the 
speakers and often introduce them to the audi- 
ences. 


The results so far obtained by this program 
have been gratifying. During the first year of 
its operation something over eighty health pro- 
grams were sponsored. The Woman’s Auxiliary 
enthusiastically voted to continue the work so 
that we are now well into the second year of the 
program. The clubs seem to appreciate greatly 
the efforts expended. The press, both in news 
dispatches and editorials, heartily approve the 
enterprise as may be seen from the following 
editorial: 

“Hearty applause should go to the local medi- 
cal profession for the program of health educa- 
tion recently adopted by the staff of the city- 
county hospital system with the cooperation of 
the Woman’s Auxiliary to the Dallas County 
Medical Society. Free health lectures on more 
than 125 subjects, some of them illustrated with 
charts, lantern slides and motion pictures, are 
now readily available to clubs and other groups 
who wish to hear them. ; 


“These talks are given by Dallas physicians and 
surgeons who are specialists in their lines, and 
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speakers can be obtained on reasonably short no- 
tice by application to Dr. E. M. Dunstan, super- 
intendent of the public hospital systems, or Mrs. 
E. M. Perry, chairman of the committee on health 
education of the woman’s auxiliary. Reading lists 
are also available. 


“Many practical and social aspects of public 
health problems are included in the list of lecture 
subjects. Talks on child psychology already are 
in demand by parent-teacher groups, and it is 
anticipated that there will be considerable call 
for speakers on first-aid, birth control, steriliza- 
tion, plastic surgery, baby adoption, allergy, can- 
cer, sex education, venereal diseases, dietetics, 
headaches, mental hygiene, correct walking, cos- 
metics, tuberculosis, medical history and other 
topics. 


“In adition to making these lectures available 
to clubs without charge, the sponsors have ar- 
ranged for a series of lectures of a more elemen- 
tary type to be given in the new Parkland Audi- 
torium, the City Hall, Little Mexico and negro 
neighborhoods, covering maternity and child wel- 
fare and other subjects. Pamphlets giving prac- 
tical health advice will be distributed at these 
lectures and at the Parkland out-patient depart- 
ment. Both types of lectures give promise of 
raising the general health level of the whole city.” 
(Editorial, Dallas Morning News.) 


In conclusion, it might be said that a compre- 
hensive health education program is an essential 
need of every community and in fulfilling this 
need the hospital is in a strategic position to 
actively engage in its accomplishment. The in- 
auguration of a program such as the one above 
outlined would seem to be a step in the right 
direction. 


Margaret E. Kennedy, 
Chairman, in 
the Gadget 
Exhibit 
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Hospitals Day by Day 
Some Pointed Paragraphs 
WALTER E. LIST, M.D. 


q@ The hospital which permits curability as an 
absolute criterion for admission, in an age when 
differences of opinion on the subject are still 
sharp, parts company with a fundamental prin- 
ciple of humanity. 


@ In the hospital we deal with no stockholders, 
no commercial profits, no dividends, and no mer- 
chandise other than human suffering which must 
be relieved largely by charity in its broadest 
sense. 


@ Labor-saving devices at the bedside of the pa- 
tient have therapeutic possibilities up to a cer- 
tain point, and therefore have a limited future. 


@ Instructions concerning the care of the patient 
must flow from the governing authorities and 
from no outside source. 


@ The argument that the practitioner must make 
a living and cannot survive on good deeds alone, 
is unanswerable. 


@ Several years ago a prominent member of the 
consulting medical staff of one of the largest hos- 
pitals in our country made the illuminating recom- 
mendation that members of the visiting staff be 
required by a rule of the hospital to sit down for 
at least one minute at the bedside of every pa- 
tient during the rounds in the wards. To those 
of us who are familiar with the machinery of the 
modern hospital, particularly with regard to the 
interaction of the parts, this remark seems clear 
and constructive. Criticism of hospitalization in 
America (particularly in large hospitals) has al- 
ways been aimed at the method of treating pa- 
tients in groups and the neglect to individualize, 
which often result in the loss of the most valuable 
single opportunity to bring the patient back to 
health and the failure to win his friendship for 
the hospital. 


@ It is not unreasonable to extract a promise 
from a hospital worker that he will never, under 
any circumstances, abandon his patient sum- 
marily to further his own comfort. 

E. M. Bluestone, M. D. 


@ When we thought the “Depression” would be 
a brief and temporary period requiring heroic 
economies, for just a year or so, many hospitals 
seriously curtailed not only the employee’s salary, 
but also his length of vacation; his sick leave with 
part or full pay; his free hospitalization. We may 
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now be certain that “times will be hard” for a 
long time to come. For the sake of employee 
health and contentment, prevention of labor trou- 
bles and hospital efficiency, these provisions of 
our agreements with employees should be criti- 
cally reviewed and, where indicated, revised. 
Even with more care to the sick poor as the ex- 
cuse, hospitals are not justified in asking their 
employees to pay an undue share of the expense. 


@ Endowed beds were, formerly, a favorite 
means of attracting gifts to hospitals. To a lesser 
extent, they still are a source of contributions. 
Many older hospitals hold funds accepted for beds 
endowed “in perpetuity” in which the cost of care 
for patients nominated by the donor or his heirs, 
is as much, in two years, as the principal of the 
gift, and, of course, far exceeds the income from 
the gift. 


@ Most hospital boards will accept endowed bed 
funds, nowadays, only with the stipulation that 
the income only, will be available for the care of 
nominees of the donor. But still another point 
should be safeguarded, viz., the nomination to 
endowed beds of persons who could well afford to 
pay a physician, but to whom the hospital, 
through the conditions of the gift, has agreed to 
give free hospital and medical care. 


@ Endowed bed agreements should safeguard 
the doctor as well as the hospital. They are then 
a justifiable avenue through which to accept gifts 
of money, although undesignated endowments are 
much to be preferred. 

C. W. Munger, M. D. 


@ Personal service to the patient from the scrub 
woman to the superintendent will spell success in 
any hospital. 

L. C. Austin 


@. Boards of Trustees not only have the preroga- 
tive to inquire as to why the spread of per capita 
costs range from $2.60 to $7.06 per day—but 
should be encouraged to raise such issues.. It is 
difficult to measure qualitative administration 
performancy. Different communities and indi- 
vidual hospitals demand different standards. 
There is a great demand for better tools to meas- 
ure administrative competency, yet care must be 
exercised as to who will evaluate the findings 
when such techniques are forthcoming. 
Edgar C. Hayhow 
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_ Recording Case Histories in Chronic Disease 


Chronological Form 


CHAUNCEY C. MAHER, M.D. and PAUL H. WOSIKA, M.D. 


tory is a problem confronting the hospital, 

the clinic, the private physician, the med- 
ical school, and all those incorporated in the field 
of medicine. The history represents the first step 
in the scheme of diagnosis and no one has ever 
denied its importance. Too often, however, this 
important procedure is slighted. Unfortunately, 
history taking in the hospital is delegated to the 
partially trained intern, and in the busy clini- 
cian’s office attention is frequently focused upon 
the patient’s immediate complaints. 


A CQUISITION of the patient’s medical his- 


Actually, the medical history should represent 
a chronological medical abstract of the patient as 
a whole for his entire life. Ideally, the record 
should contain all medical and social data evalu- 
ated for relevancy to the individual medical 
problem. 


Literature 


It seems fairly well established that at least 
some of the fame of Hippocrates depends upon his 
habit of taking notes. The method of Hippoc- 
rates is the origin of our present case history 
system. In the “Regimen in Acute Diseases,’” 
he says, “The aspects of the sick are various; 
wherefore the physician should pay attention, 
that he not miss observing the exciting causes 
; . He should mark, particularly, the first 
day on which the patient became ill, considering 
when and whence the disease commenced, for 
this is of primary importance to know. When 
you examine the patient, inquire into all partic- 
ulars; first, how the head is, then examine if the 
hypochondrium and sides be free of pain. . .” 


John Swan,'t in 1753, credits Sydenham with 
meticulous care in note taking, stating, “... we 
ought to make use of all the helps we can procure 
in order thereto, by attending to everything that 
falls under the notice of the senses, the procedure 
of nature from the beginning of the illness to 
the time we are call’d, the strength of the patient 
at this time, the cause of the disease, the season 
of the year, the then reigning distempers, the 
sex, age, and constitution of the patient, &c. all 
which particulars being maturely considered and 
compar’d, will certainly direct us to the genuine 
curative indications . . .” 
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The works of Morgagni, Laennac, Graves, and 
Trousseau show this same painstaking detail of 
case history writing. Turning to the United 
States we find that it was not until 1803** that 
a detailed record was ordered kept in the Penn- 
sylvania Hospital on the interesting cases. Com- 
plete clinical records exist in the Massachusetts 
General Hospital from the day it opened in 1811. 


To come to more modern times we find essen- 
tially the same method of recording histories as in 
previous years. In Christian’s*? Oxford Medicine, 
L. F. Barker gives an elaborate discussion of 
methods and rules for recording the anamnesis. 
Four main points are mentioned as essential in- 
cluding: (1) the main complaints of the patient, 
(2) a family history, (3) the personal history, 
and (4) a history of the illness for which the pa- 
tient consults the physician. The exact order 
of recording the above points varies with individ- 
ual preference. Some prefer to get the details 
of the family history first, and, others feel that 
the patient would rather talk about his own prob- 
lem first and later submit to questions concern- 
ing the family background. Barker uses acute 
conditions as examples of history taking. 


The American College of Surgeons' recom- 
mends an outline very similar to the one in use 
(with minor variations) in the various teaching 
institutions throughout the country as follows: 
(1) Identification and sociological data, (2) com- 
plaint, (3) present illness, (4) past history, and 
(5) family history. 


Cooper® has summarized the various schemata 
for the taking of a medical history. In this very 
complete report he subscribes to the idea that 
the present illness or onset and course should 
come after the complaint. Next, the past his- 
tory, includes the date and place of birth as well 
as anomalies, diseases or injuries of birth, and 
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infant feeding (whether breast or artificial), the 
general health in early childhood (sickly, dull, 
retarded, or precocious). Then follows a detailed 
account of the places lived in by the patient and 
remarks as to the endemic diseases in these loca- 
tions, if any. Following this is a complete survey 
of the diseases exposed to or actually experienced. 
The next caption concerns the operations and in- 
juries of early childhood. Following this is a 
record of diseases and general health of maturity, 
including operations and injuries together with 
the time, place, and circumstances. In addition 
to the above he advises an estimate of the dia- 
thesis or habitat of the patient and reliability of 
the history. Finally, a record of all previous 
hospitalizations with dates, places, physicians at- 
tending, etc. An inventory by systems comes 
next in the usual fashion and then in order: the 
family and marital history, social history and 
habits, and status presens. 


There is much to be said for the completeness 
of the above outline. If correctly and painstak- 
ingly recorded on each patient such records would 
be invaluable. In principle there can be no criti- 
cism. 


In 1921, R. Pearl'! expressed complete dissatis- 
faction with the above type of clinical record. 
He was convinced that unless forms were printed, 
data would always be lacking. Since no two peo- 
ple writing on hospital records would think ex- 
actly alike the values of clinical records for sta- 
tistical purposes would always be doubtful. He 
was in favor of having printed forms for every- 
thing and every specialty. These same forms 
have been so routinized that the taking of a medi- 
cal history may become a mere system of writing 
plus and minus signs, and the whole anamnesis 
is sometimes reduced to a small card, a truly re- 
markable object. 


Cavanaugh,‘ in 1937, on the other hand de- 
cries the use of these printed cards. He sent a 
questionnaire to physicians and found that the 
general tendency was away from the use of ste- 
reotyped records. 


In 1923 Byfield stated that the use of the 
printed cards was far from ideal. He recom- 
mends a four-page type of case history contain- 
ing a minimum of printed headings. His system is 
somewhere between the extremely compact print- 
ed card and the method of Stewart,'* who said, in 
1931, that “History sheets should be of plain pa- 
per. Printed forms with blank spaces to fill in 


perfunctorily are an abomination for physicians, - 


and for students an abomination of desolation.” 
Stewart believes that no form should be followed 
slavishly. Kilgore’s® criticism of the present 
vogue of history taking was well taken when he 
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stated that the present records do not represent 
an accurate picture of the patient. He suggested 
that the statistical forms be abandoned to special 
institutions making special studies; that the con- 
tent of the histories be stressed rather than the 
form; that the present illness be made chrono- 
logical and that the taking of a history should be 
regarded as an intellectual rather than a mechani- 
cal process. Quoting Kilgore, “It will be argued 
that such freedom in composition may be all right 
for mature clinicians but not for students; that 
the latter will overlook important data if they are 
not required to include all the conventional para- 
graphs. Of course they will, but so are they un- 
der the present burdensome regime, and it is 
better that they miss some of the kernels of 
grains while actually looking for them than that 
they miss them through being occupied by an 
elaborate sorting of the chaff.” 


In 1934 Dunn* reported an experimental sur- 
vey made on clinical records, showing only good 
histories two-thirds of the time. He was forced 
to the conclusion that clinical histories were not 
accurate. On the other hand, he says that “the 
art of where to expand a history and how to 
question the patient in order to get at essential 
facts about the patient’s history, and the ability 
of the questioner to expand, and frame his ques- 
tions so that they produce correct and fruitful 
answers will not be obtained by the use of 
blanks.” 


In 1937 MacEachern” writes feelingly upon 
this subject. He says, “Too frequently the at- 
tending physician depends on others to write the 
medical record without his personal supervision. 
This is the chief weakness in medical records and 
is found particularly in hospitals having large 
numbers of private patients and extensive cour- 
tesy medical staff with inadequate control of the 
professional work of the institution. Medical rec- 
ords should not be written to merely comply with 
a rule of the hospital or as a mere routinism. 
They should be written for their scientific value 
through which the patient gets better care, the 
physician augments his clinical knowledge, and 
the cause of medical science is benefited.” 


Chronological Case History 


The statistical data is obtained in the usual 
manner: name, address, telephone, business and 
address, age, sex, marital state, referred by, etc. 
This is followed by a statement of the present 
problem, which may usually be summed up in 
one sentence as: The patient comes in for a car- 
diovascular survey, or a gastrointestinal exam- 
ination. The next step is to inquire about the 
birth date and facts surrounding this event. 
Logically, the family history is recorded here. 
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From then on all incidents of the patient’s life 
are recorded to the right of the proper year and 
age of the patient in that year. Details are in- 
cluded as consistent with their importance. The 
recent years will be crowded with details‘as to 
the disease and other factors that may be perti- 
nent in the production of —— all recorded 
in logical sequence. 

When these facts are elicited, the routine in- 
ventory by systems is recorded, and the habits are 
listed. 

For comparison, an ordinary and a chrono- 
logical type of history on L. L. No. 14239, a 63- 
year-old actress, will be quoted :* 


Chronological Medical History 


Present Problem: 
This patient was referred for diagnosis and treatment 
of a cardiovascular problem. 


Past History: 

1874—-Born September 4, in St. Louis. Her father died 
at 45 of tuberculosis and alcoholism. Her mother does 
her own housework at 87. Three sisters and two broth- 
ers are living and well. Three sisters died, age 29 
suicide, age 9 diphtheria, and infancy. Two brothers 
died of diphtheria, ages 3 and 9. No other history of 
familial disease except cancer in a maternal grand- 
mother. 

1884—Before the age of 10 she had measles, scarlet fever 
and diphtheria together, after which her auditory acuity 
decreased. 

1885—Age 11, she suffered from pneumonia and whoop- 
ing cough, but there were no complications. 

1887—Age 13, sickly until she studied dancing. 

1888—Age 14, menses began without irregularity or pain. 

1889—Age 15, menses stopped because of anemia. Both 
responded to iron therapy as prescribed by the family 
M.D. 

1905—Age 31, tonsils removed because of occasional sore 
throats. 

1907—Age 33, married to a drunkard and lived with him 
irregularly. : 

1909—Age 35, had an early abortion in her only preg- 
nancy. 

1912—Age 38, was in Europe. 

1913—Age 39, she recalls vague attacks of indigestion in- 
terpreted as gall bladder. She frequently took soda for 
pyrosis for rest of her life. She gradually noted a mild 
distress after greasy and fried foods. 

1918—Age 44, she was in South America, and has trav- 
eled as an actress all over the world. 

1924—-Age 50, she had a laparotomy for pelvic tumor. 
Menses ceased. . 

1926—Age 52, her husband died. Cause unknown, prob- 
ably alcoholism. 

1929—Age 55, she had gall bladder colic with severe pain 
in right upper quadrant. No jaundice. Passed some 
stones(?). She had diarrhea in India which was mild. 
No diagnosis was made. 

1934—Age 60, she had severe substernal pain which was 
treated as bronchitis(?). One week after admission to 
the A Hospital she developed pneumonia, and was 
told she had heart trouble as a result of this. She noted 
missed beats upon exercise. 





*This form for recording case histories is the routine method 
employed by the authors in practice. It is not the teaching 
Policy of the Medical School. 
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19387—Age 63, she returned from a three months’ vaca- 
tion feeling splendid. She developed a cold in October, 
which was complicated by sinusitis and bronchitis. The 
latter was characterized by a severe tightening sub- 
sternally. This was not relieved until she was given a 
medicine which produced much phlegm. The pain dis- 
appeared but, in November, she developed dyspnea and 
orthopnea. She was given digitalis(?). She coughed 
frequently and was considered to have asthma by her 
friends. 

19388—Age 64, she failed to improve. The dyspnea con- 
tinued. A severe cold recurred in January. In Feb- 
ruary she experienced a severe pain in gall bladder re- 
gion requiring several hypodermics. Dependent edema 
developed. 

Inventory by Systems and Habits: 
As in the routine history. 


Routine Medical History 


Present Complaint: 


1. Dyspnea and orthopnea } 
2. Edema of legs ri 2 months. 


Onset and Course: 

The patient states she was fairly well until five months 
ago, when she had a “cold in her lungs.” About two 
months ago she began to notice shortness of breath and 
edema of the ankles. These symptoms became progres- 
sively worse until two weeks ago, when she developed a 
productive cough and a whitish sputa but no hemoptysis. 
She has also noted a swelling and tenderness of the right 
upper abdomen, but no nausea or vomiting. She has been 
taking digitalis for the past three weeks. 

Inventory by Systems: 

Cardiovascular: 

Pain, precordial and across the chest in location, dull 
and aching in character, and constantly present till 
three weeks ago. 

No dyspnea, edema, palpitation, or tachycardia. 
Respiratory: 

Cough present. 

Expectoration of whitish sputa. 

No hemoptysis. 

Dyspnea and orthopnea present. 

Gastro-intestinal: 

Appetite—geood. 

No nausea, vomiting, pain or flatulence. 

Tenderness and swelling in right upper quadrant. 

Bowel movements every 3-4 hours, loose in character, 
but no blood, mucus, or pus. 

Genito-urinary: 

Oliguria, for past month. 

Nocturia, twice. 

No pain, burning or frequency. 

Menopause at age 50, and no bleeding since. 
Nervous and Muscular: 

No headache, syncope, convulsions, or disturbances of 
the special senses. 

Habits: 

The patient does not use alcohol, tobacco, or drugs. 
She takes tea and coffee in moderation. 

Past History: 

Medical: 

Pneumonia at age 11 and 60. 

Scarlet fever and diphtheria in childhood. 

Surgical: 

Tonsillectomy in 1905. 

Fibroids removed in 1924. 

Injuries: 

None. 
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Marital: 
Married in 19v7. 
Husband died of alcoholism. 
Obstetrical: 
Pregnancy, one in 1909—aborted. 
Menstrual: 
Began at age 14, regular cycle till operated in 1924, 
and no bleeding since. 
Family: 
Father died at age 45 of tuberculosis and alcoholism. 
Mother is living at age 87. 
Three sisters are living and well, and three died of 
suicide, diphtheria, and unknown cause. 
Two brothers died of diphtheria. 


Subsequent diagnostic studies on this patient 
have shown as primary processes, a hypertensive 
vascular syndrome with cardiac hypertrophy, 
coronary sclerosis and probably coronary throm- 
bosis. Physiologically, the cardiac picture was 
that of a left bundle branch block with pulsus 
bigeminus as a result of digitalis intoxication 
with congestive heart failure. Secondarily, the 
patient had a cholecystitis and cholelithiasis. 


Discussion 


Of all the diagnostic procedures at our com- 
mand in modern medicine, the oldest and perhaps 
the most important, is the history. A case his- 
tory, carefully taken frequently permits a correct 
diagnostic inference, or points the way to further 
examinations that are usually confirmatory. 


Apparently every physician has developed at 
one time or another a form of history that seems 
suited to the purpose at hand. Training in the 
medical school of recent years has been the rou- 
tine form, patterned after that recommended by 
the American College of Surgeons. Students 
commit this outline of history taking to mem- 
ory. Therefore, whether they have a blank piece 
of paper in front of them or a printed form at 
the start of the questioning, it is in effect, a 
printed form. There are just so many questions 
to be asked and the form is stereotyped. This 
method invites stilted stories which frequently 
miss the whole point. A review of many hospital 
medical histories show that the symptoms of the 
recent illness are usually accurately recorded. 
The past history and background are done sketch- 
ily for the most part. 


In acute diseases the mere recitation of the 
symptoms observed by the patient may and does 
constitute an adequate story. Exceptions are 
those patients who have an acute disease super- 
imposed on a chronic process. To those inter- 
ested in chronic disease, however, the present 
routine history form is inadequate. The chrono- 
logical entirety of the medical story must be con- 
sidered and evaluated to give one a concept of 
the disease process. This practice will surely lead 
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us to a better understanding of the natural course 


of chronic disease. Seventy years ago, Trous- 
seau™ was stressing this very point when he said, 
“T would fail in my duty if I did not lay strong 
emphasis on the words I am now going to utter— 
to know the natural progress of diseases is to 
know more than the half of medicine.” The re- 
cording of all the facts of a patient’s life from 
birth onward in this connection seems desirable. 


Another point to be considered is that two 
chronic diseases may act symbiotically to produce 
an invalid, while the eradication of one process 
restores the patient to a useful life. Combination 
of two or more disease processes in the same in- 
dividual usually present a confusing clinical pic- 
ture. The primary evidence of either is usually 
first discovered in the medical history as illus- 
trated in the case history cited. 


Specialism in medicine has done much to shift 
the viewpoint of the physician from the indi- 
vidual to the disease process. For example, the 
surgeon is concerned with the treatment of duo- 
denal ulcer, fibroids, prostatic obstruction, or gall 
bladder disease. One must consider that in any 
given group of such patients one will oncounter 
complicating pathology of syphilis, diabetes, heart 
disease, focal infection, thyro-toxicosis and many 
other major or minor disease factors. Surgical 
mortality is increased by this complicating path- 
ology. The medical history is the key to the pre- 
operative demonstration of these hazards. 


Summary 


A form of chronological history taking and re- 
cording is presented embracing all the points that 
have been considered essential by others. The 
facts are arranged in a sequential and logical 
fashion as they occurred throughout the patient’s 
life. The form is free in composition, easy to re- 
view and is only hampered by the lack of curiosity 
and diligence on the part of the interlocutor. 
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The Report of the Committee on Resolutions 


Resolution of Appreciation 


BE IT RESOLVED, That the House of Delegates of 
the American Hospital Association expresses its deep ap- 
preciation of the splendid work done by the General 
Arrangements Committee and the other local committees 
who have worked so diligently to make this Convention a 
success. 


BE IT FURTHER RESOLVED, That our sincere ap- 
preciation be extended to those whose untiring efforts and 
generous assistance have added so much to the pleasure 
and profit of this meeting; particularly the Chamber of 
Commerce, the hotels, the press and radio, the city officials, 
the honored guests, speakers and all those who have con- 
tributed to make the programs of this Convention inter- 
esting and educational. 


BE IT FURTHER RESOLVED, That our compliments 
and appreciation be extended to the officers who have car- 
ried on the affairs of the Association during the past year, 
and those members who have served so faithfully on vari- 
ous committees and those who have served so loyally in 
conducting the business management of the American 
Hospital Association. 


Resolution on Hospital Exhibitors 


_ RESOLVED, That the American Hospital Association 
in convention assembled express its appreciation to the 
hospital exhibitors for their co-operation in the success of 
this meeting. The Association appreciates that the fine 
display of equipment and merchandise which our exhibi- 
tors have arranged for us was accomplished under most 
difficult circumstances and under great handicaps, in spite 
of all which the Exhibit at the Dallas Convention was one 
of the most valuable from an educational as well as a 
technical standpoint that has been staged at any of the 
conventions of the Association. 


_ The membership of the Association, both personal and 
institutional, would like the exhibitors to know that they 
highly value the business friendships which are both 
created and renewed at each of our annual conventions. 


Resolution on Workmen's Compensation and 
Hospital Lien Laws 


WHEREAS, There is great variation in many localities, 
sections, states and provinces in the charges of hospitals 
for the per diem care of workmen’s compensation and 
hospital lien law cases, creating competition among hos- 
pitals for such business, causing losses to such hospitals 
and efforts on the part of insurance companies, employers 
and others to further lower these rates; be it 


RESOLVED, That the American Hospital Association 
looks with disapproval on these practices and recommends 
and urges the local, county, state and provincial associa- 
tions to use every effort to bring about equitable and uni- 
form rates for the care of such patients, to the end that 
this competition and loss be eliminated. 
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Resolution on Relations With the Hospital Field 
in Latin American Countries 


WHEREAS, The American Hospital Association has for 
many years maintained friendly relations with hospital 
workers in Latin American countries, and 


WHEREAS, The advice and counsel of this Association 
has been sought upon many occasions by these people in 
their efforts to acquaint themselves with the standards 
sponsored by this and other North American organiza- 
tions interested in the promotion of hospital interests, and 


WHEREAS, It is highly desirable that Latin American 
countries maintain the closest possible relations with 
North American standards of hospital practice, now, there- 
fore, be it 


RESOLVED, That there is created a special committee 
of the American Hospital Association to be known as the 
Committee on Latin American Relations, and that this 
committee be directed to utilize every possible means to 
promote friendly relations, between the hospital people of 
the Latin American countries and those of North America. 


Resolution on the Printing of a Manual of Standards of 
Hospital Furnishings, Supplies and Equipment 


WHEREAS, The Committee on Simplification and 
Standardization of Hospital Furnishings, Supplies, and 
Equipment, has prepared a Manual of Standards consist- 
ing of those Standards and Simplified Practice Recom- 
mendations which have already been approved and com- 
pleted. and which are of direct interest to hospitals and 
other institutions caring for the sick and injured, and 


WHEREAS, A number of State Hospital Associations 
in convention have expressed their desire for the distribu- 
tion of this Manual, be it 


RESOLVED, That the American Hospital Association 
in convention urges its officers and trustees to consider the 
appropriation of the necessary funds when finances permit 
for the publication of this Manual of Standards so that 
the administrator of every hospital in the United States 
and Canada may have a copy to assist him in the eco- 
nomical running of his hospital and for the safety of his 
patients and personnel. 


Resolution on the International Hospital Association 


RESOLVED, That the American Hospital Association, 
recognizing the great mutual benefit that will accrue to 
the hospitals of this country and throughout the world in 
the coming together of their representatives at the Inter- 
national Hospital Association Convention at Toronto in 
September, 1939, wishes hereby to voice its hearty ap- 
proval of the coming Convention, and to urge our mem- 
bers to make every endeavor to have the largest possible 
attendance at the meeting and to do everything possible 
to make that Convention the success it deserves to be. 
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Economics and the Patient 
K. WILLIAMSON 


vate financial support to our hospitals be- 

hooves us to view rather more politely, and 
certainly with more understanding, that side of 
the hospital referred to by many as a “necessary 
evil,” the business side. The “business side” I 
refer to is the handling of the patient’s account. 
The contracting of an account called the admis- 
sion, the payments made on the account during 
the period of hospitalization and when necessary 
the extension of credit are the order in impor- 
tance of all relationship to the account. Very 
often the forced extension of credit is the result 
of improper admission and all too often the result 
of unwise and deficient handling of the account 
before the patient left the hospital. 


Admission of Patients 


Te increasing apparency of decreasing pri- 


In giving such a presentation, it would seem 
logical to start with some explanation of the ad- 
mission of the patient. The entrance of a patient 
and his family into the admitting office for ad- 
mission of information marks the beginning of 
his associations with the hospital and since this 
office and the business office are so closely related, 
also, the ending. It is here under the efficient 
and kindly supervision of the admitting nurse 
that the guest receives his first and final impres- 
sion of the hospital. It is the duty of the admit- 
ting nurse to inspire those with whom she comes 
in contact by a sincere personal desire to help 
them. The admission must comply, however, with 
certain rules for admission, namely: that no one 
in need of immediate medical care be refused ad- 
mission; that any person inquiring for aid be 
directed to the proper agency or person able to 
satisfy that need; that in the regular process 
of admission the patient or person responsible 
make, on admission of the patient, a deposit esti- 
mated to pay for the week’s room service and 
any other known charges, as in the surgical case 
—the room, operating room fee and laboratory 
fee, and in the maternity case—the estimated cost 
of the indicated period of service. 


Patients come to the hospital supposedly hav- 
ing been told the amount required for deposit. 
Yet, when told the amount of this deposit, they 
profess complete ignorance which may be either 
genuine or affected. It is difficult at times to 
know which. Sometimes this affected ignorance 
may be supplemented with what brings to mind 
a boiling kettle on a kitchen stove as they at- 
tempt to overcome the staff by such phrases as, 
“the absurd injustice of such a request; the au- 


94 


The Author 


@ K. Williamson is Manager of Accounts, 
Methodist Hospital, Los Angeles, California. 





dacity of it.” It is just the steam pouring forth 
in jets from around the uncertain bobbing kettle 
lid. Then there is the undeniably frank individual 
who makes no bones about telling you that he 
has no money and whose theme song is, “The 
world owes me a living.” He believes that if he 
and his family are in need of hospital care it is 
our duty to provide it and that the best is none 
too good, notwithstanding the fact that he is 
probably indigent and receiving his dole from tax 
moneys. He is very much aggrieved when he is 
instructed how to get to the county hospital where 
he can, and will, be taken care of. 


With the hundreds of patients admitted every 
month, each separate and distinct, each a com- 
plexity of mental processes, the intelligent inter- 
pretation of these rules to each specific case is a 
real problem. The chief requisite of the person- 
nel of this office should certainly be a thorough 
knowledge of applied psychology in its truest 
form. 

The Doctor’s Part 


The success or failure of any plan or process 
of handling patients’ accounts is dependent largely 
upon the doctor. As in any line of human en- 
deavor, success is unknown without cooperation. 
It is naturally not generally realized by the pa- 
tient that his doctor’s name may have a great 
deal of influence. There are many doctors whose 
names are instantly associated with honest trust- 
worthy patients and it is seldom they present any 
difficulty. There is another group of doctors, 
however, whose patients must be constantly 
watched and invariably have some good reason 
for not meeting our just requirements. Often 
this condition is not the fault of these doctors 
and yet there are times when the blame for diffi- 
culties that arise can fairly be laid at their door. 
Would not an hour spent now and again explain- 
ing the hospital’s side of the question to this 
group, prove profitable? 


Patient’s Account 
As stated at the beginning of this article the 
problem of the account follows the admission of 
the patient. The most complete description pos- 
sible of the problems would be to take the ledger 
of discharged patients’ balance and beginning 
with “A,” relate each of these as an individual 
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story. This would cover nearly every problem 
of collection as well as the seven basic plots of 
story writing. In the daily procedure of collec- 
tions, the billing clerk goes through the patient’s 
ledger and makes a list of delinquent accounts. 
This list is added to by the night clerk for pa- 
tients admitted at night without a deposit. Each 
morning the manager of accounts goes through 
the list, gets in contact with the guarantor of 
each account, and notes on the ledger sheet the 
results of his conversation. As the accounts are 
paid, the person receiving the cash crosses them 
off the list. As this is repeated each day, it is 
difficult for any one to be in the hospital over 
24 hours without paying unless there are ar- 
rangements to that effect. At the first sign of 
hesitancy to pay on the part of patients, they 
are referred to the manager of accounts and ex- 
planation follows. It has proven good psychology 
that they are made to realize that extension of 
credit cannot be taken for granted, but must be 
definitely arranged for with a responsible person. 


An Understanding Approach 


It is a natural human tendency to take the road 
of least resistance. This is the first outlook of 
patients who state they are unable to meet their 
obligations to the hospital at the time of dis- 
charge. “It is very easy for the hospital to ex- 
tend me the courtesy of a few weeks’ or months’ 
time,” “Your available funds are ample,” “I must 
make the payment on the car, refrigerator, the 
washing machine, and the radio,” “I have credit 
everywhere, call any of my creditors and they’ll 


be glad to vouch for me.” All of these reasons 
or excuses are heard every day, and it can be 
readily realized that this is a difficult situation. 
When people have contracted a debt and an emer- 
gency illness overcomes them, they cannot dis- 
continue their obligations and lose their hard- 
earned equity in place of a new problem for which 
they did not willingly contract. And yet, when 
so many dollars can be so easily tied up in such 
accounts, dollars owed to the hospital that are 
paid to more pressing creditors, it seems only 
just that these dollars should be divided between 
the hospital and the other creditor. It cannot be 
denied that the overdue balance on these accounts 
is financed by the credit balance of another pa- 
tient. Is it fair to the patient who meets the 
hospital’s requirements by his payments, that his 
dollar is used to carry another account unless the 
hospital is thoroughly satisfied that such a pro- 
cedure is justifiable and that every possible source 
of funds of the debtor patient is looked into? 


It is the job of the hospital to understand and 
appreciate these difficulties and to help these pa- 
tients to understand and appreciate those of the 
hospital. There seems no better level to begin on 
than to first approach the problem with a simple 
understanding of that fact. It is one thing to col- 
lect, but it is another to collect and have the pa- 
tient leave believing he had been unjust in his 
judgment of the hospital. 

The greatest story with the oldest plot lies be- 
fore us. That eternal triangle—the patient, the 
doctor, the hospital—our eternal problem. 





Ice Bags 


A method of applying cold to the patient, not 
particularly new but apparently not generally 
known, is the use of a hot water bag filled with 
an anti-freeze mixture. Any anti-freeze mixture 
as ordinarily used in automobile radiators will 
serve the purpose although the most convenient 
for hospital use is a ten per cent solution of alco- 
hol or glycerine in water. Fill the bag with the 
solution in the same manner as for hot water, 
express the remaining air, and freeze in the ice 
compartment of the electric refrigerator. 


Advantages 


1 It eliminates the labor, noise, and messiness 
of cracking the ice or of distributing it from 
a central crusher. 

2 It eliminates the loss due to meltage during 
storage of ready crushed ice. 

3 The ice in a solution frozen bag is mush ice 
and without lumps, therefore the bag fits 
more closely the conformation of the region 
to which applied. 
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4 It decreases the nursing labor. 


5 It decreases the messing up of utility room 
or diet kitchen, usually a source of friction 
particularly between special nurses and staff 
nurses or dietary department. 


Disadvantages 


1 It takes approximately the same length of 
time to freeze the bag as it does to melt the 
ice after application to the patient, there- 
fore two bags must be allotted to each con- 
tinuous administration patient. 


2 The bag is much colder than the conven- 
tional ice bag and must therefore be applied 
to patient with some precaution against 
shock or injury to the skin. 


3 If there is any moisture on the surface of 
the bag or in the freezing compartment of 
the refrigerator, the bag may freeze to the 
tray or to another bag. This can be pre- 
vented by placing a layer of paraffin paper 
under the bag. 
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Training the Intern in a Municipal Hospital 


A Model Intern Schedule Is Presented 


NATHAN SMITH, M.D., M.A.C.H.A. 


general municipal hospital, one of the 

most important duties assigned to me is 
the coordination of the care of the patient and the 
education of the intern. Because of this assign- 
ment over a long period of time the matter of fit- 
ting the intern into a comprehensive schedule has 
occupied much of my attention. 


A S Deputy Medical Superintendent in a large 


With the upward trend in standards of educa- 
tion in general and intern education in particular, 
hospitals are faced with the important problem 
of intern training. Among the prime functions 
of the hospital are the care of the patient and the 
teaching of the intern. The adequacy of the 
teaching and proper training of the intern has 
been questioned in the past few years by such 
interested groups as the New York Academy of 
Medicine, the deans of the five medical schools 
of New York City and experienced physicians 
holding responsible positions in New York City 
hospitals. 


It must be kept in mind that hitherto assign- 
ments of interns to services were on a hit or miss 
basis or dependent upon the necessities of the 
hospital rather than on the educational needs of 
the interns. 


Planning the Intern Schedule 


The student just out of medical school comes 
to a hospital for the chief purpose of acquiring 
knowledge. The establishment of an intern sched- 
ule before the intern group comes in and the car- 
rying out of that schedule are dependent upon 
careful planning in preparing for future work in 
general practice. These functions in some institu- 
tions are highly administrative procedures. How- 
ever, the administrator should take into consulta- 
tion the advice and counsel of his Medical Board. 
(Recently the reactions of the intern alumni to 
their internship experience, as it has been applied 
to private practice, has been used as a basis for 
devising a better type of internship.) This factor 
has recently been brought out by Dr. Jean Alonzo 
Curran in his “Report by the New York Com- 
mittee on the Study of Hospital Internship and 
Residencies.” 


With the increased studies on internships and 
residencies made in this direction in the past 


Presented before the American Hospital Association Conven- 
tion, Dallas, Texas, September, 1938. 
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three years the hospital that does not definitely 
plan its intern schedule will find a poorer grade 
of students applying for internship at its portals. 


The value of the internship necessarily varies 
with the quality of the hospital in which it is 
spent. Generally speaking, students of better 
training apply to and are absorbed by the better 
hospitals. Thus it happens that a poorly trained 
graduate may be further damaged by an intern- 
ship served in a poorly organized and poorly con- 
ducted hospital. 


The hospital that accepts interns should act as 
an educational department which undertakes to 
give them training calculated to meet the needs 
of their future potential patients as well as for 
the immediate requirements of the patients in 
the hospital. The hospital must realize that the 
medical school cannot expect to produce fully 
trained doctors; it can at most hope to equip stu- 
dents with a limited amount of fundamental 
knowledge, to train them in the method and spirit 
of scientific medicine and to launch them with a 
momentum that will make them active learners, 
observers, readers, thinkers, and experimenters 
for years to come. In short, the hospital should 
be the finishing school of the young doctor who 
has just graduated from medical school. 


It is obvious that for the study of disease an 
the training of interns there must be an adequate 
supply of clinical material. Diagnosis, treatment, 
and teaching should be the function of an able 
attending staff. A systematized schedule con- 
taining medicine, surgery, pediatrics, obstetrics, 
and related specialties is essential and the sched- 
ule must guarantee the training of the practical 
doctor without gaps. A general hospital with all 
the branches of medicine and surgery should as- 
sure the intern of the opportunity to learn all 
types of disease. 


Period and Type of Internship 


Different opinions are held as to the length 
and type of training for an intern before com- 
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mencing practice. An internship for a general 
practice of medicine should last for at least two 
years and the service should be a rotating—mixed 
one. Regardless as to whether the young intern 
is aiming for geheral practice or a special resi- 
dency the general training and duties should be 
identical. In the rotating-mixed internship special 
arrangements could be made for the individual 
who intends to specialize in surgery by having 
him devote more time to surgery; but at no time 
should he be deprived of the essentials in medi- 
cine. 


The following schedule which is the result of 
careful study and many revisions demonstrates 
the two year rotating-mixed internship very well. 
This may be of interest for purposes of compari- 
son with other schedules. 


The rotations of the intern service is based 
upon the division of the Medical Service into two 
divisions and the surgical Service into two divi- 
sions respectively, known as Medical I—Medical 
II—Surgical I and Surgical II. This model set-up 
contemplates a hospital of 32 interns, of which 
number, eight interns start their hospital service 
at the beginning of each half year of the two 
years, that is, January 1 and July 1, respectively. 


The interns are assigned to the various services 
in pairs as follows: 


Interns A and B: Spend three months as 
juniors on Surgery I and II, followed by three 
-_months as juniors on Medicine I and II, respec- 
tively.* They then have six weeks on obstetrics, 
followed by six weeks on pediatrics, and are again 
responsible for clinical pathology on patients as- 
signed to them. 


The following three months are then spent on 
ambulance and emergency room service.** This 
ends their first year of training. 


The second year begins with six weeks each 
of eye, ear, nose and throat and specialty clinic 
service, followed by three months of skeletal sur- 
gery.*** They are then seniors on Surgery I and 
II for three months and end their internship as 
house surgeons on their respective services for 
three months. 


Interns C and D: Three months each on Medi- 
cine I and II as juniors, follcwed by three months 
each on Surgery I and II as juniors, respectively.* 
They then spend six weeks each on obstetrics and 
pediatrics and are again responsible for clinical 
pathology on patients assigned to them. The fol- 
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8 months EVE EAR, 6 wks. 6 wks. 6 wks. 6 wks. 
Eighth NOSE & ; 
3 months THROAT EENT. EENT. Obs. Obs. 
6 wks. 6 wks. 6 wks. 6 wks. 
A B Cc D E F G H 
SENIOR Surg.1 Surg. I Med. I Med. II | HOUSE Surg. I Surg. IT Med. I Med. II 
3 months 3 months 
Seventh A B Cc dD E F G H 
3 months 
3 months Skel. : Skel. Skel. Skel. SENIOR Surg. I Surg. IT Med. I Med. IT 
Sixth Surg. Surg. Surg. Surg. 3 months 
3 months A R c D E F G H 
E.EN.T. AND EENT. EENT. Specialty Clinic 3 months Skel. Skel. Skel. Skel. 
SPECIALTY 6 wks. 6 wks. 6 wks. 6 wks. Surg. Surg. Surg. Surg. 
CLINIC - - 
Fifth Specialty Clinic EENT. EENT. 
3 months 6 wks. 6 wks. 6 wks. 6 wks. 
A B Cc D E F G H 
AMBULANCE Amb. Amb. Amb. Amb. PEDIATRICS & Ped. Ped. Specialty Clinic 
3 months SPECIALTY 6 wks. 6 wks. w 6 wks. 
Fourth CLINIC 
3 months Specialty Clinic Ped. Ped. 
6 wks. 6 wks. 6 wks. 6 wks. 
A B Cc D E G H 
PEDIATRICS & Obs. Obs. Ped. Ped. AMBULANCE Amb. Amb. Amb. Amb. 
OBSTETRICS 6 wks. 6 wks. 6 wks. 6 wks. 3 months 
Third ws * 
9 Ped, Ped. Obs. Obs. 
3 months f wks. 6 wks. 6 wks. 6 wks. 
y B c D E F G H 
JUNIOR Med. 1 & Med. II & Surg. 1 & Surg. Il & JUNIOR Sure. 1 & Surg. 1 & Med. 1 & Med. II & 
3 months Path. Path. Path. Path. 3 months Path. Path. Path. Path. 
Second Intern, * Intern Intern Intern. 

3 months A B c D E F G H 
JUNIOR Surg. 1& Surg. II & Med. 1 & Med. IT & JUNIOR Med. I & Med IT & Surg. I & Sure. Il & 
3 months * Path. Path. Path. Path. 3 months Path. Path. Path. Path. 

First Intern. Intern. Intern. Intern. 
3 months Intern. Intern. Intern. Intern. 
A B Bs D E F G H 





This schedule has been in operation in a hospital of approximately 539 bed capacity but lends itself very readily for 
adaptation in a smaller hospital. By dividing this schedule in half it may be utilized for a hospital with a bed capacity 


of 250 or 300 beds. 
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lowing three months are spent on ambulance and 
emergency room service.** 


They also begin their second year of service 
on eye, ear, nose and throat—and specialty clinic 
service for six weeks each, followed by three 
months on skeletal surgery.*** They are then 
seniors on Medicine I and II for three months 
and end house physicians on their respective serv- 
ices for the final three months of the internships. 


Interns E and F: Juniors for three months on 
Medicine I and II, followed by three months on 
Surgery I and II, as juniors.* 


The next three months are spent on ambulance 
and emergency room service.** They end their 
first year of service with six weeks each on spe- 
cialty clinic service and pediatrics and are again 
responsible for clinical pathology on patients as- 
signed to them. They are then on skeletal sur- 
gery for three months.*** They then become 
seniors on Surgery I and II. The following three 
months they are house surgeons on their respec- 
tive services and end their internship with six 
weeks each on obstetrics and eye, ear, nose and 
throat. 


Interns Gand H: Start as juniors on Surgery 
I and II for three months—go to Medicine I and 
II as juniors, for three months.* 


They then spend three months on ambulance 
and emergency room service.** 


They are then assigned to specialty clinic serv- 
ice and pediatrics for six weeks each and are 
again responsible for clinical pathology on pa- 
tients assigned to them. 


They begin their second year on skeletal sur- 
gery for three months.*** They then proceed to 
Medicine I and II as seniors for three months and 
become house physicians for the following three 
months. They complete their internship by 


SURGICAL APPOINTMENT 


Surgery, 11 months— 
Three months as Junior’ on general surgery with 
pathology, covering his own clinical pathology* 
Three months as Junior on skeletal surgery including 
traumatics and orthopedic surgery*** 
Two months as Senior on general surgery 
Three months as House on general surgery 
Medicine, 4 months— 
Three months as Junior with pathology, covering his 
own pathology 
One month as Senior 
Obstetrics, 6 weeks 
Pediatrics, 6 weeks (covering his own pathology) 
Eye, Ear, Nose, and Throat, 6 weeks 
O. P. D., 6 weeks (Specialty Clinic Schedule) 
Ambulance and emergency room service, 3 months— 
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spending six weeks each on eye, ear, nose and 
throat—and obstetrics. 


In order to provide additional training in sur- 
gery for the interns having a medical appoint- 
ment and vice versa, additional training in medi- 
cine for the interns having a surgical appoint- 
ment, the first month of the seniorship in each 
service is interchanged, thus giving the intern 
having the medical appointment one month addi- 
tional training in surgery and the one having a 
surgical appointment, one month additional train- 
ing in medicine. 


The total number of months spent on each 
service, both on the medical and surgical appoint- 
ments are: 


As you will note in the above schedule the only 
differences are these—that the surgical intern re- 
ceives four more months of surgery than the 
medical intern and the medical intern four more 
months of medicine than the surgical intern. 
Although this program has been devised for and 
has been in operation in a public hospital it is 
sufficiently flexible to be used in any general 
hospital. 


It has always seemed to me that the training 
in the office specialties has been grossly neglected. 
Very few interns have any experience in the prac- 
tical problems of home and office practice. It is 
a foregone conclusion that a small number are 
likely to become specialists, but all are confronted 
at first with general office practice. Therefore 
the six weeks out-patient specialty service is in- 
cluded at the beginning of the second year intern- 
ships. The intern is rotated through the clinics 
and receives the benefits of the clinical material 





*During which time they perform their own clinical patho- 
logical examinations and are trained in the art of anesthesia. 
**This, however, means only 45 days of actual riding as they 
work on alternate days only. It also includes active participa- 
tion in the treatment of acute emergency cases who either walk 
in or are transported to the emergency room. 
***This includes traumatic surgery and orthopedics. 





MEDICAL APPOINTMENT 
Medicine, 8 months— 
Three months as Junior with pathology, covering his 
own clinical pathology 
Two months as Senior 
Three months as House 
Surgery, 7 months— 
Three months as Junior with pathology, covering his 
own clinical pathology 
Three months as Junior on skeletal surgery, including 
traumatics and orthopedic surgery 
One month as Senior on general surgery 
Obstetrics, 6 weeks 
Pediatrics, 6 weeks (covering his own pathology) 
Eye, Ear, Nose, and Throat, 6 weeks 
O. P. D., 6 weeks (Specialty Clinic Schedule) 
Ambulance and emergency room service, 3 months— 
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that crowds a general hospital and the sort of 
conditions that he is most likely to meet in his 
own office. This idea has been fully described 
in an article by us published in HOSPITALS.' 


The out-patient schedule for interns, which is 
an all day program, has been very carefully 
planned. Its purpose is not to train interns as 
specialists but to impart a working knowledge of 
certain subjects which they would otherwise not 
receive on the wards. This schedule compares 
favorably with post-graduate instruction which 
is arranged for six week periods or less in the 
various post-graduate schools for physicians. 


It will be noted that medicine and surgery have 
been omitted from the Specialty Schedule as the 
training in these subjects is sufficient on the 
wards and emergency room during the period on 
ambulance service, thereby allowing more time 
to be utilized for the other subjects in which 
training is limited. 


The success and value of this schedule in the 
past two and one-half years are evidenced by the 
following letter from a member of the intern staff 
which represents the general sentiments of the 
intern groups: 


“Internships in general hospitals are generally 
the same, with the bulk of work being done on 
acute bed-ridden hospital cases. This, however, 
does not prepare the intern for general practice 
as one might expect. There is a vast army of 
ambulatory cases with a multitude of minor ail- 





1Giddings, E., and Smith, N.—Practical Utilization of an Out- 
Patient Department in the Training of Interns—HOSPITALS, 
October, 1936. 


ments which are not bed-ridden hospital cases and 
are treated in the clinics. The latter incidentally 
are the people who visit the physician at his office. 
I had always felt the need for such training and 
personally spent as much time as possible in 
the clinics. However, my time was limited and 
I found it impossible to accomplish much. There- 
fore it was rather gratifying when a six weeks’ 
period was set aside. 


“Now that this period has passed I can honestly 
say that the results of my work in the clinic have 


been most satisfactory and beneficial.” 
“Intern” 


In setting up a scheme for an intern schedule 
the motivation should be the rendering of the 
highest possible type of training in an organized 
fashion and in the most practical way. The av- 
erage intern per patient ratio should not exceed 
1:15 so that the intern may have ample time for 
study and relaxation. 


On admission into the hospital the intern is 
carefully instructed in the meaning and work of 
the social service department, the functions of 
the dietitian and is taught the use of special diets. 
The intern is also taught ordinary nursing pro- 
cedures such as giving various kinds of enemas, 
administration of hot or cold packs, hypodermo- 
clysis, application of hot water bottles or ice bags 
and the dangers of burns, preparation and appli- 
cation of mustard plasters, a practical demonstra- 
tion of a tracheotomy and the insertion of a 
tracheotomy tube; the use of a Drinker Respira- 
tor, Oxygen Tent and many other procedures 
which are performed routinely by nurses and 





SCHEDULE OF SPECIALTY CLINICS 
MORRISANIA CITY HOSPITAL 






























































Monday Tuesday Wednesday Thursday Friday Saturday 
9-10 a.m. 9-9:45 a.m. 9-9:45 a.m. 9-9:30 a.m. 9-11 a.m. 9-10:30 a.m. 
X-ray Psd and X-ray X-ray Luetic X-ray and 
10-11 a.m. Md uoroscopy = ne  9:30-11 a.m. Fluoroscopy —_ 
Baby Health 9:45-10:30 a.m. 9:45-10:15 a.m. 7.C, 10:30-12 
a een G.U. Basal Endocrine 
Tumor 10:30-12 _ 
T.B.C. 10:15-11:15 a.m. 
Rounds Prenatal and 
Postnatal . 
= eatin 11-12 11-12 
11:15-12 Physiotherapy Tumor 
Dental 
1-1:30 p.m. 1-1:30 p.m. | 12pm 1-2 p.m. 1-2 p.m. ss ee 
Electro- Electro- Pharmacy Electro- Waaaes- 
cardiography cardiography : cardiography cardiography 
1:30-2:30 p.m. 1:30-2:30 p.m. 2-3 p.m. 2-3 p.m. 2-3 p.m. “=r 
< Gyn. . Skin Conference Peripheral Rectal sa 
2:30-5 p.m. 2:30-5 p.m. oe 
Peripheral Rectal 3-4 p.m. 3-5 p.m. 3-5 p.m. 
Vascular Skin Diabetic Allergy 
4-5 p.m. 
X-ray 
Technique 
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physicians so that he may be able to write an 
intelligent nursing prescription. This. part of 
the intern’s training has been described in an 
article published in HOSPITALS.’ 

Rotating Internship 


On the wards the intern’s service should be 
a rotating one and no attempt should be made to 
turn him out qualified either as an internist or 
surgeon, though he may assist at operations and 
do an ordinary uncomplicated surgical case. Bed- 
side work and routine ward rounds with his chief 
and associates should be the high lights in the 
day’s work. Here the chief concern should be 
differential diagnosis and treatment and the in- 
tern should be made to familiarize himself with 
the ophthalmoscope, auroscope, and such other 
diagnostic apparatus and measures which are or- 
dinarily used by the general practitioner. 


In the laboratories he should not be regarded 
as an employee and burdened with time consum- 
ing repetitious work better done by paid techni- 
cians; rather he should be expected to follow up 
the blood, urines and pathologic specimens of the 
cases to which he is assigned. 


The intern should be given an opportunity to 
attend lectures and conferences which are held 
in the various divisions of the hospital. During 
these rounds, lectures and conferences the mem- 
bers of the attending staff should function as 
members of a teaching staff and be charged with 
the responsibility of developing and continuing 
the training of the interns.* 


great importance. 





Independent work is also encouraged by means 
of junior conferences and journal clubs. In this 
way the intern is given an opportunity to. speak 
before his colleagues, to think quickly while on 
his feet, and to address groups of people. He 
therefore not only acts in the capacity of pupil 
all the time but as teacher on occasions. 


Another essential of his training is to impress 
upon the intern those intangible qualities which 
though not often spoken of are nevertheless of 
To teach him the relationship 
between himself and the other employes, no mat- 
ter how humble their station; the confidential 
nature of all information he learns about a pa- 
tient’s condition, proper status with relation to 
physicians in private practice, local laws pertain- 
ing to contagious diseases, medical examiner’s 
cases, the question of gratuities and other ethical 
problems. 


It may be said that the form of internship 
recommended is a well rounded and practical one, 
fostering confidence, reliability and self assur- 
ance to assume the responsibilities of general 
practice. It is a source of gratification for a hos- 
pital to feel that it has trained the intern ade- 
quately and this can be done by proper study and 
development of a schedule similar to the one 
recommended. 


*Giddings, E., and Smith, N.—Practical Advice in Training of 
Interns—HOSPITALS, January, 1936. 

‘Giddings, E., and Smith, N.—The Role of a General Hospital 
in —— Training for Interns—HOSPITALS, Febru- 
ary, 1936. 





100 


att 
—— a 





HOSPITALS 














~ Welfare of Patient Is: Goal of Women's 






Auxiliary Activities 


FLORENCE SLOWN HYDE 


in caring for the sick and suffering is the 

goal of women’s auxiliary activities. That 
this goal is achieved year after year through the 
loyal, devoted and ofttimes self-sacrificing service 
of thousands of women is attested by the record 
of hundreds of groups, large and small, known by 
a variety of names and performing all sorts of 
tasks. Although centering mainly around the 
care of children and the less fortunate among 
adult patients, these activities often embrace the 
furnishing of equipment and supplies needed in 
the hospital’s service to all patients; sponsorship 
of nursing school projects; valuable public rela- 
tions work; and, not infrequently, substantial con- 
tributions toward general endowment and building 
funds. 


{iis cars the hospital to function efficiently 


From Canada come inspiring reports of the 
splendid work done by Women’s Hospital Aids 
and Junior Aids. In the United States we have 
Hospital Aid Associations; Junior Aids; Aidettes; 
Mothers Aid Associations; Women’s Hospital 
Guilds; Women’s Service Leagues; Women’s Aux- 
iliary societies and Women’s Auxiliary boards; 
while not a few are known simply as the Woman’s 
Board of such-and-such hospital. 


One of the most unique titles is that of the 
“Pleasure Guild,” of Children’s Hospital in Colum- 
bus, Ohio. This was the original service group 
from whose activities the hospital had its begin- 
ning more than 40 years ago, and is one of several 
active groups represented on the present women’s 
board of the institution. In addition to various 
kinds of volunteer service such as that given by 
many hospital auxiliary groups, the Pleasure 
Guild raises money for the hospital by giving a 
horse show annually. Columbus Children’s Hos- 
pital also has 58 groups known as “Twigs,” each 
of which undertakes some specific task for the 
hospital, all uniting in sponsoring an annual do- 
nation day. Younger groups are known as Junior 
Twigs. Twigs, Junior Twigs, and Pleasure Guild 
collect articles and give volunteer service in the 
Thrift Shop which offers a splendid service to the 
community and helps support the hospital. These 
auxiliary groups are affiliated with the Women’s 
Board of Managers and have an important part 
in raising an annual deficit of around $70,000. 
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Aidette Units 


In Holyoke, Mass., the Holyoke Hospital Aid 
Association has 300 women enlisted in 16 Aidette 
Units. These units, together with groups in 
churches and a Junior Service Corps, sewed 7,000 
articles for hospital use last year. The Junior 
Service Corps provided equipment for a formula 
room, made 1,000 bandages and dressings and 
provided much volunteer service in directing vis- 
itors and distributing library books to patients. 


Cot Clubs 


West Penn Hospital in Pittsburgh has a Cot 
Club, organized in 1894 to provide support for a 
cot in one of the wards. The Cot Club was the 
first charitable organization of its kind in Pitts- 
burgh. In 1901 this club presented the hospital 
with its first children’s ward of 12 beds and in 
1912, when the hospital was moved to its present 
location, furnished a 25-bed children’s ward. 
When a new wing was added in 1927 one floor 
was equipped for children by the Cot Club, with 
accommodations for 50 children, including wards, 
private and semi-private rooms, isolation unit, and 
playroom. ‘The club employs a recreation teacher 
for the children’s floor, provides an annual Christ- 
mas party, and sponsors other activities. The 
first x-ray machine installed in any hospital in 
Pittsburgh was the Cot Club’s gift to West Penn. 
Other gifts included an ambulance and team of 
mules in 1904. In 1936 the club took over the 
upkeep of eight private rooms in the Children’s 
Pavilion, where mothers may come to be with 
their children while the latter are in the hospital. 
The Cot Club also has endowed private rooms for 
the free care of deserving adult patients, and 
during its 44 years’ existence has raised in excess 
of $250,000 for hospital purposes. Benefits of 
various kinds, gifts from friends and support from 
associate and life memberships have made pos- 
sible this outstanding record of a club whose ac- 
tive membership is limited to 20 women. 












West Penn also has an active Women’s Com- 
mittee which supports the social service depart- 
ment and assists the hospital in other ways. The 
Junior Committee organized ten years ago fur- 
nishes volunteers for different duties in the hos- 
pital and dispensary, provides braces and surgical 
appliances for indigent patients, sponsors the pa- 
tients’ library and pays the salary of one social 
worker. 


In contrast to West Penn’s Cot Club with its 
small numbers and large achievements, Crouse- 
Irving Hospital in Syracuse, New York, has a 
Woman’s Auxiliary of more than 1,500 dues-pay- 
ing members, scores of whom work actively to 
assist the hospital in various ways. An annual 
donation tea brings in money as well as fruits, 
vegetables, jellies, jams, magazines, books, and 
linens. A bridge party is given annually for the 
benefit of the Auxiliary’s free-bed fund. Life 
memberships are another source of funds. There 
is a well organized sewing board under whose 
direction largely attended sewing meetings are 
held, usually three times a month. Each auxiliary 
member who brings in 50 new members during 
the year is awarded an honorary life membership. 
Men who pay dues of $1 are admitted as asso- 
ciate members. Crouse-Irving also has a Flower 
Guild, composed of young women who do much 
to brighten the lives of patients, particularly 
those in the children’s wards. 


Women’s Auxiliaries and Their Work 


The Woman’s Auxiliary of the Marlboro Coun- 
ty General Hospital, Bennetsville, South Carolina, 
is a fine example of cooperative work on the part 
of women of different denominations in the in- 
terest of a community-type hospital. Each church 
in the community is represented on the executive 
board. Auxiliary members are enrolled through 
a house-to-house canvass held annually. Dona- 
tion Days are held twice a year. Church groups 
are responsible for mending and making of gar- 
ments for use in the hospital and for needy pa- 
tients. The auxiliary has provided much equip- 
ment and last year equipped the entire building 
with awnings. They also sponsor lighted Christ- 
mas trees on the grounds, and the annual cele- 
bration of National Hospital Day. The Junior 
Charity League provides clothes and other articles 
for babies. 


Pasadena Hospital, Pasadena, California, has an 
auixilary which grew out of volunteer service 
given by women of the community following a 
disaster in which hundreds of persons were in- 
jured. In addition to its large membership of 
individuals who pay dues of $1 a year, this aux- 
iliary invites every woman’s organization in the 
community to appoint a representative to attend 
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the monthly board meetings as “associate” mem- 
bers and carry back to their respective groups 


information of interest. Volunteer groups are 
directed in making surgical dressings and doing 
hospital sewing. A children’s ward has been 
equipped and furnished and much other equip- 
ment purchased. The hospital garden has been 
maintained, books, magazines, and delicacies pro- 
vided, and other helpful service given. 


In addition to both traditional and unusual 
methods mentioned in referring to the work of 
different types of auxiliaries in the foregoing, 
women find many other ways to raise money for 
hospitals. Thrift and resale shops are popular. 
In Philadelphia, the Ladies Aid Society of Pres- 
byterian Hospital, is one of eleven charitable or- 
ganizations which maintain a Cooperative Thrift 
Shop in that city. Articles sent to the shop for 
resale are designated for the organization the 
donor desires to be benefited by the proceeds. In 
the 15 years from 1923 to 1936, the Presbyterian 
Hospital Ladies Aid received as its share of profits 
from the Cooperative Shop a total of $22,869. 


Philadelphia Presbyterian Ladies Aid also main- 
tains a “Cubby Hole” shop in the hospital lobby 
and in 1936 a Cubby Hole Auxiliary was organ- 
ized to obtain donations for this shop and interest 
members of the Aid Society in making purchases 
and placing their magazine subscriptions there. 
This Aid Society, organized in 1872, has a splendid 
record of service and has been an important fac- 
tor in helping Presbyterian of Philadelphia to be- 
come the fine institution which it is today and 
has been through the years. The original name 
has been retained and the 1926 report stated 
“Our name may be early Victorian but our work 
is modern and progressive.” 


In the third annual report for the year 1875, 
the attitude which the society has exemplified 
throughout its existence is described as follows: 


“In the assembling at the close of another year 
to offer their report and receive words of counsel 
and encouragement, the Ladies Aid of the Presby- 
terian Hospital wish it to be understood that their 
work is a quiet and subordinate one. As its name 
implies, it is merely an aid to the larger opera- 
tions which are carried on by the heads and are 
necessary to the existence of the institution.” 


Many auxiliaries raise considerable money 
through entertainments, bazaars and fashion 
shows. The annual fashion show sponsored by 
the Women’s Auxiliary of St. Luke’s Hospital, 
Chicago, is always a brilliant event on the calen- 
dar of the city’s socially prominent and nets a 
considerable sum. In communities where the hos- 
pital belongs to the community Chest, auxiliaries 
provide Chest campaign workers. 
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Women’s auxiliaries have been an important 
factor in the raising of standards of nursing edu- 
cation, both through their moral support and by 
helping individual schools to obtain needed facili- 
ties and instructors. Most auxiliaries do pleasant 
and helpful things for student nurses, but one 
of the nicest plans that has come to my attention 
is the “mothering” done by the Woman’s Auxili- 
ary of Bethany Hospital, Chicago. Rev. Omer B. 
Maphis, administrator, says: 


“Annually when the nurses enter the school a 
committee from the Women’s Auxiliary assigns 
each new nurse to a member of this group. This 
woman becomes the nurse’s mother during her 
entire training and a real home is opened to the 
nurse. It can hardly be estimated what the value 
of this project is to the nurse, the school, the 
hospital and the women themselves. The old 
statement regarding home ties and relationships 
is very well illustrated here and we see a feeling 
of satisfaction and security manifested by the 
nurses. Many times this school time mother has 
been able to help the nurse with some of her per- 
sonal and school problems, which otherwise would 
have been most disturbing.” 


In an earlier day women’s auxiliaries provided 
much volunteer service in hospitals and in con- 
nection with out-patient work. With the advent 
of the trained medical social worker and other 
workers trained for specific duties, many hospitals 
dispensed with volunteer service. More recently 
the virtues of the volunteer have been rediscov- 
ered when hospitals had work to be done and 
lacked funds to pay salaries of a sufficient num- 
ber of trained workers. The plan of enlisting and 
training women volunteers for a variety of duties 
in hospital departments and clinics is again com- 
ing into widespread favor and seems destined to 
prove one of the most useful ways in which 
women’s auxiliaries can assist hospitals. Volun- 
teers are especially valuable when they are given 
some training under competent leadership and 
serve as assistants to professionally trained 
workers. 


Volunteer Aids 


The well organized Volunteer Aid system de- 
veloped at University Hospitals, Cleveland, has 
been described in hospital publications and dis- 
cussed at hospital conventions. These aids not 
only act as reception clerks, hostesses, and clerical 
assistants but serve as nurses’ aids on wards, 
giving service other than actual nursing. Volun- 
teer Aids are selected carefully, receive special 
training for their work, and wear the regulation 
uniform of the unit in which they serve. 


Of even greater value to the hospital than the 
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material benefits and volunteer service computable 
in dollars and cents are the intangible values 
which the hospital derives from women’s auxili- 
aries such as those described. Macie Knapp, su- 
perintendent of Brokaw Hospital at Normal, IIli- 
nois, tells how the Women’s Service League of 
that hospital has helped develop valuable com- 
munity relations. She said: 


“It seems to me that the hospitals in the smalle. 
cities play an entirely different part from those 
in the larger. We are a rea! part of the com- 
munity life and ethical presentations of hospital 
facts are made public from time to time through 
our public relations dinners or musical teas spon- 
sored by our Women’s Service League. It is surely 
gratifying to see how interested our friends really 
are in professional standards and how cooperative 
they are when they or their relatives and friends 
are admitted as patients. 


“T often feel that we are particularly fortunate 
in having such an excellent Women’s Service 
League—it is impossible to put in mere words 
what this organization means to the hospital. 
One of their major projects is to renovate and 
revamp the rooms and under the able direction 
of the chairman of the house committee a real 
transformation has taken place. These women 
are the so-called key women of our community— 
public spirited and civic minded—and it would be 
hard to visualize the hospital without their keen 
interest and cooperative support.” 


Mrs. Morris Fishbein, who has long been active 
in the Mother’s Aid which has done so many fine 
things for the Chicago Lying-in Hospital, says in 
a recent article: 


“We all know, because we have learned by ex- 
perience, that a protest from an individual citizen 
or even from a thousand may carry weight, but 
one telegram or letter from an organization of a 
thousand members usually gets real recognition. 


‘Bills concerned with hospital taxation, with the 


distribution of social security funds for maternal 
and infant care, for the care of the crippled, blind 
and hard of hearing should be familiar to every 
hospital group and should be carefully considered 
by them. Then only can we make certain that 
the funds are used as the law intended, not di- 
verted to other purposes (roads). By being alert 
and active in legislative matters, an auxiliary can- 
not help but be a distinct asset to the hospital, 
patients, and to the community.” 


In attempting to present a composite picture 
of women’s auxiliaries in general I have included 
only such information as has come to my atten- 
tion more or less indirectly during two and a half 
years of work in the hospital publicity field. If 
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one were able to really assemble complete infor- 
mation on different types of organizations and 
all that they do for hospitals, I am quite sure it 
would fill a good-sized book. So I shall conclude 
this article with a few paragraphs about the 
woman’s auxiliary concerning whose activities I 
am best informed, namely, the Woman’s Board of 
Presbyterian Hospital of Chicago. 


This organization began 54 years ago last May 
as a Ladies Aid Society. After about 25 years 
its name was changed to Woman’s Auxiliary 
Board and eventually it came to be known simply 
as the Woman’s Board of the Presbyterian Hos- 
pital, its present legal title. During the two and 
a half years in which it has been my privilege 
to become familiar with the current activities and 
past accomplishments of this group of women I 
have been particularly impressed with the re- 
sourcefulness, sincerity and democratic spirit 
which seem to have characterized the member- 
ship throughout the years. Women who must 
count their pennies ‘to make ends meet work 
shoulder to shoulder with those of large means 
and social prominence. And I have learned that 
everything from a soap wrapper to a $25,000 be- 
quest has figured in the ways and means by 
which these women have assisted the hospital in 
its ministry to the sick. 


The solidarity, the far vision and the unfailing 
loyalty of this group in the face of countless other 
demands on their time and activities bespeak not 
only the quality of leadership found in the 
Woman’s Board but also that found in the ad- 
ministrative department of the hospital and 
among the members of the Board of Managers. 
The hospital superintendent seldom fails to attend 
the regular meetings of the Woman’s Board and 
his office door is always open to officers and com- 
mittee chairmen who wish to discuss plans for 
assisting the hospital. 


Another important factor is the active partici- 
pation of wives of medical staff members in the 
work of the board. Although the board is pri- 
marily a group whose active members are 
representatives from Presbyterian churches of 
Chicago and suburbs, the by-laws provide for a 
general membership of women not representing 
churches who wish to give service to the hospital. 
Included in this group are wives of staff mem- 
bers and other public-spirited women who do not 
happen to be Presbyterians, and from this group 
the board draws some of its most valued officers, 
committee chairmen and other workers. 


During its 54 years’ existence this auxiliary 
group has raised nearly $800,000 for hospital pur- 
poses. Close to a half million dollars of this total 
consists of endowment funds, obtained through 
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efforts of the board and in gifts and —hiccaone 
from board members. 


Since the board decided about 26 years ago to 
place the annual offerings from Presbyterian Sun- 
day Schools in a permanent fund for the support 
of free beds for children, more than $45,000 has 
been accumulated and provides an income suffi- 


- cient to support nine “Cheer Up” beds in the 


children’s ward. Tag day receipts endowed three 


. beds but more recently current tag day collections 


have been used to support a full time social worker 
in the children’s department. The “Sunshine” 
bed was endowed mainly through the efforts of 
one worker, and other free beds for children have 
been endowed by individual gifts and bequests. 
Last year 786 children were cared for entirely 
free in Presbyterian Hospital and a large number 
of others received care for which their parents 
were able to pay only a fraction of the cost. 


The linen endowment fund of $25,000 was ac- 
cumulated over a period of years through Thanks- 
giving offerings from church groups and indi- 
viduals. Other endowments obtained through 
efforts of the board or provided in the form of 
large individual gifts from board members sup- 
port endowed rooms and beds for the free care 
of adults, including a room set aside for ministers 
and missionaries and a room for nurses; a social 
service fund, and funds designated for the sup- 
port of five endowed nurses who care for seriously 
ill ward patients without means to pay for serv- 
ices of a special nurse. These endowed nurses 
care for an average of 200 different patients each 
during the year. It requires $35,000 to endow a 
nurse in perpetuity. 

The board has contributed $25,000 to the school 
of nursing endowment fund and assists the school 
in numerous ways, providing books for the li- 
brary, furnishings for the nurses’ home, music 
director for the student chorus, scholarships and 
loans for student nurses. Recently the M. H. 
MeMillan Revolving Loan Fund for student nurses 
was established by two board members who con- 
tributed $1,100 in honor of Miss McMillan who 
organized the school 35 years ago and still is its 
director and director of nursing service in the 
hospital. 


The social service department was established 
in 1908 by the board which pays the salaries of 
the medical social workers, provides clothing and 
articles for distribution and gives much volunteer 
assistance. Occupational therapy was introduced 
into the hospital in 1917 when the Woman’s Board 
employed a trained worker to demonstrate its 
value. The hospital took over the support of the 
department but the women have continued to 


_ assist the work, providing equipment and sup- 


plies from time to time. 
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A member of the Woman’s Board presented the 
hospital with the first electrocardiograph (1914) 
installed in any institution in Chicago, and also 
provided a fund for research in cardiac disease; 
which made possible pioneer work in this field by 
members of the Medical Staff. 


The library committee was among the first com- 
mittees formed in the early days of the Ladies 
Aid Society. A patients’ library of 6,000 vol- 
umes has been built up mainly through donations 
of books and sales of those which the library 
could not use. Since 1929 the board has paid 
the salary of a full time trained librarian who 
with some volunteer assistance furnishes bedside. 
library service to an average of 300 different pa- 
tients each month, making 30 to 60 visits daily. 


The John Simpson, Jr. Milk Laboratory, af- 
fording the finest available facilities for the prep- 
aration of bacteria-free feedings for infants, was 
given to the hospital in 1935 by a member of the 
Woman’s Board. Much other equipment of all 
kinds has been provided through the years. 


Recently the board has started a Babies’ Alum- 
ni, in which parents or other relatives are asked 
to enroll babies born in the hospital, paying dues 
of a dollar or more a year toward a fund to be 
used for the support of free beds in the maternity 
ward. 


For more than 20 years enough silver to re- 
plenish the supply in the first floor dining rooms 





of the hospital has been obtained by collecting 
and exchanging a certain brand of soap wrap- 
pers. These dining rooms are used by intern and 
resident doctor staff, private duty nurses, office 
and technical personnel. 


In earlier years the board gave large benefit 
affairs to raise funds for its various objects but 
for many years the only benefit given has been 
the annual card party sponsored by the School 
of Nursing committee and regarded as an occa- 
sion for family gathering rather than an appeal 
to the general public. The board relies mainly 
for its income on outright contributions in the 
form of active membership dues ($2.50 annual- 
ly); associate memberships ($1 or more) ; life 
memberships ($100), and gifts obtained by its 
members’ pledge fund and contributors’ fund 
committees. The former solicits board members 
and Presbyterian church women, while the latter 
seeks gifts from public spirited non-Presby- 
terians. 


Educational work of the board consists of in- 
formative addresses at board meetings by hospi- 
tal department heads, medical staff members, and 
able guest speakers not connected with this hos- 
pital. Information about the hospital and its work 
is disseminated by talks before church and other 
interested groups and through distribution of the 
Hospital Bulletin issued monthly (except Au- 
gust) under the direction of the superintendent. 
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Coal Comparison 


The hospital buys coal to produce steam. Aside 
from the dirt of handling and the smoke, the hos- 
pital is primarily interested in the coal which will 
produce the most steam per dollar of fuel cost. 


In most areas the cost of freight from mine to 
consumer is more than the cost of the coal at mine 
mouth, and for that reason no general rule as to 
cheapest fuel to buy can be formulated. 


The manner of firing, hand, stoker, or pulver- 
ized, can in general terms be graded at 55 per 
cent, 65 per cent, and 75 per cent combustion effi- 
ciency, but the characteristics of the individual 
furnace and the suitability of the fuel for the type 
of firing used enter so largely that no general rule 
is safely applicable to any particular plant. 


Since all the water that goes into the boiler is 
evaporated as steam (except an amount, usually 
negligible for this purpose, wasted in the blow- 
down), and since all coal is used to convert that 
water into steam, the following rule of thumb 
method will give results sufficiently accurate to 
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compare the cost of the different kinds of coal 
available. 


Fill a packing box with coal (3-5 bushel ca- 
pacity), weigh and determine the weight of coal 
per cubic foot. Measure the coal pile, compute 
the weight from the above determined factor— 
add all deliveries received during the test period, 
and at end of period determine amount remaining 
by computing weight as above. 


The steam produced may be computed either 
by the installation of a hot water meter on the 
boiler feed line, or by installing a stroke counter 
on the boiler feed pump and determining the 
amount of water delivered per stroke. 

Given the amount of water evaporated and the 
amount of fuel to evaporate it, computation of the 
number of pounds of steam per dollar of fuel cost 
is simple. 

This method is not sufficiently accurate for 


careful computation of steam data, but it is suffi- 
ciently accurate for comparison of fuel costs. 












National Hospital Day, 1938, at the Bergen 
County Hospital 


JOSEPH R. MORROW, M.D. 


Administration Building and Central Unit at 

Bergen Pines nearing completion, the Ber- 
gen County Medical Society in collaboration with 
the Bergen County Hospital and other hospitals 
of Bergen County prepared an extensive Public 
Health Week program. The activities of this 
week, built around National Hospital Day, ex- 
tended from May 8 to May 14 and were designed 
to include the dedication exercises of the new 
Administration Building, the celebration of Na- 
tional Hospital Day, and the educational health 
exhibits. 


In preparation for these events, the hospital 
staff at Bergen Pines mailed five thousand five 
hundred invitations to a carefully selected list of 
people, including physicians, dentists, members of 
Grand Juries, fraternal organizations, county and 
municipal officials, clergymen, women’s clubs and 
various other groups that were considered likely 
to be interested. 


GF sarin months ago, with the new $560,000 


The new Administration Building and Central 
Unit houses the laboratory, x-ray and out-patient 
department, main kitchen, staff quarters and ad- 
ministration offices, as well as accommodations 
for one hundred patients. Among its features are 
air-conditioning, two operating rooms, automatic 
elevators and a central radio and broadcasting 
system capable of transmitting three different 
programs to the several buildings on the grounds 
at Bergen Pines. 


Posters inviting people to visit hospitals were 
on display throughout the county—in post offices, 
stores and public buildings and in our five out- 
side clinics as well as the various buildings of 
Bergen Pines. 


Several weeks in advance pamphlets were dis- 
tributed to all visitors to Bergen Pines, urging 
them to participate in the celebration of National 
Hospital Day and make it a point to visit some 
hospital. 


Members of the Bergen County Medical Society 
were guests of Bergen Pines during a meeting at 
which Dr. Chevalier Jackson, Sr. and Dr. Cheva- 
lier Jackson, Jr. of Philadelphia were speakers. 
The meeting was attended by approximately two 
hundred physicians. They were conducted on a 
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tour of inspection through the new building and 
refreshments were served. Members of the Ki- 
wanis Club were also guests of Bergen Pines at 
a luncheon and were conducted through the vari- 
ous buildings. On the day of the dedication, the 
guest speakers and their wives attended a lunch- 
eon before the regular exercises. 


An extensive publicity campaign was launched 
and successfully conducted through the coopera- 
tion of the various newspapers throughout the 
district. The Bergen County Hospital secured the 
proclamation of Hospital Day by A. Harry Moore, 
Governor of New Jersey and a splendid message 
from William J. Ellis, Commissioner of the State 
Department of Institutions and Agencies. These, 
as well as publicity on our new building, detailed 
programs for National Hospital Day and Public 
Health Week and articles concerning hospital ac- 
tivities in general were published in the news- 
papers throughout the county. Bergen County 
Hospital received approximately four hundred 
twenty column inches of newspaper publicity. 
Publications printing those stories included the 
New York Times, New York Herald Tribune, Ber- 
gen Evening Record, Englewood Press, Ramsey 
Journal, Paterson Morning Call, Paterson Evening 
Call, Paterson Evening News and Passaic Herald 
News. Notices were also carried in the County 
and State Medical Journals and Bulletins. 


Members of the State Freeholders’ Association 
were guests of the Bergen County Board of Free- 
holders during the early part of May at which 
time they made an inspection of the New Admin- 
istration Building. 


A radio broadcasting program was arranged 
with Station WAAT for the following speakers: 
On May 10, Dr. George O’Hanlon of Jersey City 
spoke on the work of Florence Nightingale and 
how the work has progressed. Dr. B.S. Pollak of 
Jersey City spoke on May 11, on general hos- 
pitalization with reference to tuberculous patients 
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and the reduction of tuberculous patients because 
of proper hospitalization. Jean Murdoch of Jer- 
sey City spoke on Florence Nightingale on May 12. 


The dedication issue of the PINE CONE, the 
hospital magazine, contained pictures and articles 
on Florence Nightingale and Matthew O. Foley. 


In observance of Public Health Week and Na- 
tional Hospital Day in Bergen County, a sixteen 
page supplement to the Bergen Evening Record 
of Hackensack, the County daily newspaper, was 
published. It contained stories and pictures of 
the hospitals of Bergen County and individual 
pictures of the members of the Bergen County 
Medical Society. 


Many merchants carrying advertisements in 
this supplement, offered their congratulations and 
good wishes for the continued success of Bergen 
Pines and the other hospitals of the County. Be- 
sides the 25,000 paid circulation of the Bergen 
Evening Record, which carried the supplement, an 
additional 3,000 copies of this supplement were 
obtained by our hospital and distributed to friends 
and visitors of Bergen Pines and out-lying dis- 
tricts. 


On May 8, the dedication of the Administration 
Building took place and despite unfavorable weath- 
er conditions, approximately four thousand people 
were present. County officials and Commissioner 
Ellis were guest speakers; also included were Dr. 
J. Lynn Mahaffey, Director of the New Jersey 
Department of Health; Robert E. Neff, President 
of the American Hospital Association; Ernest 
Easton, Executive Secretary of the New Jersey 
Tuberculosis League; Dr. William G. Herrman, 
President of the Medical Society of New Jersey; 
and Dr. Charles Littwin, President of the Bergen 
County Medical Society. Musical selections were 
presented by the Bergen County Symphonic Or- 
chestra. The visitors gathered on the broad 
lawns in front of the Administration Building, 
while the speakers and committeemen were on 
the large rostrum of the new building. Loud 
speaker apparatus amplified the ceremonies so 
that they could be heard through the hospital 
grounds. Colored motion pictures and a special 
sound recording were made of the entire cere- 
monies and will be kept as a permanent record 
of one of the great events in the history of Ber- 
gen Pines. 


Approximately one hundred uniformed host- 
esses greeted the visitors, obtained their names 
and addresses and escorted them in groups 
through the building on a planned tour of in- 
spection. Uniformed attendants were posted in 
the hallways and at the elevators to eliminate 
traffic difficulties. Large posters were displayed 
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New Administration Building Dedicated on 
National Hospital Day 


and pamphlets showing the location of the ex- 
hibits were distributed. Booklets on public health 
were also given out on that day. 


Comprehensive exhibits were set up by all de- 
partments of the hospital, including a sera and 
diagnostic display, the two new respirators (the 
only ones in Bergen County), an oxygen tent, 
radiography, fluoroscopy, physical, hydro, and 
occupational therapy, pneumonolysis, diet kitch- 
ens and other interesting subjects. Each ex- 
hibit was supervised and explained by a mem- 
ber of the staff, fully experienced with the ma- 
terials displayed. A special feature was a large 
model of the proposed Bergen Pines Therapeutic 
Pool, being sponsored by the Bergen County 
American Legion and Auxiliary. The model, 
built by one of the patients, is perfect in every 
detail and was demonstrated by a Legion member. 
After the inspection tour, refreshments were 
served to the visitors in the new staff dining 
room. To those people who were sent invitations 
and could not attend, we mailed a dedication pro- 
gram. 


The Administration Building was decorated 
with bunting and organization banners—the Ber- 
gen Pines Flag, the American Hospital Association 
Flag, the National Hospital Day Flag, and many 
others. The inside of the building was also ap- 
propriately decorated with banners and floral 
pieces. A large assortment of books and circulars 
on public health were distributed to the visitors 
throughout the week and open house was declared 
for visits to patients. 


During Public Health Week we showed motion 
pictures of the 1929 National Hospital Day cele- 
bration at Bergen Pines. These films had pre- 
viously been loaned to a number of the hospitals 
in the County as an aid in planning their cele- 
bration of that day. Bergen Pines also showed 
pictures of tuberculin testing in the high schools 
and a motion picture of intubation technique. 
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A large commemorative book, containing a wealth 
of information on National Hospital Day, was 
available to the hospitals in New Jersey and was 
on display at Bergen Pines all week. Both the 
films and the book show the events which took 
place during the 1929 celebration of National Hos- 
pital Day when Bergen Pines was awarded the 
Certificate of Merit. 


On May 12, Bergen Pines planted a beautiful 
blue spruce tree in memory of Matthew O. Foley. 
Cliffside High School students made their annual 
visitation to Bergen Pines on this day and were 
present at the ceremony. An inscribed bronze 
plaque is mounted at the foot of the tree. Mov- 
ing and still pictures were taken of the event. 
Packages containing 33 assorted health booklets 
and circulars were distributed to the 115 students 
who were present. The students made a tour of 
inspection through the pavilions, including the 
new Administration Building. 

Also on May 12, our out-patient department 
x-rayed 150 colored people at the Memorial House 
in Englewood, which initiated an intensive negro 
campaign in Bergen County. 
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During the week, members of the hospital staff 
attended public meetings at the Health Center in 
Hackensack, where Bergen Pines had several in- 
teresting demonstrations. Explanatory remarks 
were made by one of our physicians. 


The ambulant patients of Bergen Pines were 
invited to attend both the dedication ceremonies 
of the administration building and the planting 
of the tree on National Hospital Day. Fifty pre- 
ventorium children were present at the latter 
ceremony. 


The wide scope of activities which occurred 
during these days had a great public appeal and 
it is evident that the Bergen County Hospital has 
succeeded in maintaining the active interest of a 
large portion of the 400,000 people it serves. Thus 
closed a very successful National Hospital Day 
observance, demonstrating conclusively that the 
build-up of the interest of the citizens of Bergen 
County has increased steadily and now amounts 
to a county-wide movement, thus lending all pos- 
sible assistance to the hospitals in Bergen County 
and the State of New Jersey. 





Hospital's Role in the Training of Good Administrators 


The Association is frequently consulted by 
young men and women who have chosen hospital 
administration as a career. They have been asso- 
ciated with the administrative staffs of good hos- 
pitals, and have become interested in and at- 
tracted to the widening opportunities which hos- 
pital administration offers. For the most part, 
they are earnest, cooperative, and intelligent, with 
a good educational background, and rather well 
seasoned in the sphere of hospital work which 
has been given them in their respective hospitals. 


As a group they constitute a valuable source of 
supply from which competent hospital admin- 
istrators may be drawn. Individually, they 
impress one with the sincerity of their purpose 
and with the possibilities of their development, 
under good training, into competent administra- 
tors. 


All of them have had two or more years’ expe- 
rience in subordinate positions on the hospital’s 
administrative staff; their assignments in their 
particular positions have been definite with little 
or no rotation in duties. The progress in training 
is apparently blocked in the institution with 
which they are connected. 


These young people are desirous of continuing 
their training for their chosen career and are 
invariably seeking larger opportunities as assist- 
ants to hospital superintendents. They are well 
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qualified for advancement, and would be valuable 
additions in any hospital organization. 


Hospital administrators having vacancies in 
the more important positions on their administra- 
tive staffs would contribute to the development of 
competent hospital administrators by making 
their selection from among this group. Almost 
without exception those who have consulted head- 
quarters are qualified for advancement. 


The Association suggests that hospitals give 
consideration to the education and training of 
young men and women who have selected hospital 
administration as a career. There are several 
eligible people who are available and the Associa- 
tion will be very glad to be helpful to our admin- 
istrators and to encourage qualified persons by 
assisting them to secure good connections in good 
hospitals in which to advance their training. 





Record Librarians to Meet in New 


York City 


The Association of Record Librarians of North 
America will hold their tenth annual conference 
from October 17 to 21, 1938, at the Hotel Roose- 
velt in New York City. This meeting is being 
held during the same week the American College 
of Surgeons Hospital Standardization Conference 
is being held in New York City. 
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Medical Records in a Small Hospital 


A. EDWARD A. HUDSON 


have passed since the hospital standardiza- 

tion program was inaugurated in 1918, the 
medical profession and hospital workers can point 
with pride and admiration to the work that has 
been accomplished towards the consistent im- 
provement in our hospitals. There is no doubt 
that without the vigilant, unceasing work of the 
American College of Surgeons the hospitals in 
this country would not have gained the place in 
the sun that they have today. 


| visve back over the twenty years which 


Of the many excellent services rendered the 
hospital world, none deserve more honorable men- 
tion than the establishment of fixed standards 
for the development of thorough and complete 
medical records. No hospital or institution that 
takes upon itself the responsibility of caring for 
the sick can afford to be without a complete and 
efficient system of gathering data necessary for 
a complete medical record. 


Dr. Malcolm T. MacEachern, author of Medical 
Records in the Hospital, has stated that “The 
medical record is the actual production sheet of 
the hospital.” It is not sufficient that records 
show that a patient entered a hospital, and that 
he recovered and left, or that he died, or that 
such and such a surgical procedure was followed, 
but it is essential that all procedures undertaken 
be recorded and that the recordings show whether 
the end result was justifiable. 


From the careful review of these records the 
medical staff and the hospital administration are 
able to analyze the actual conditions within the 
institution as to its ability to serve efficiently 
those who entrust themselves to its care and to 
determine whether the hospital is serving the 
community as scientifically and effectively as it 
should. 


Place of Medical Records in the Small Hospital 


There is no doubt that the role of the medical 
record in hospitals has not taken as great a part 
in the advance of medical science as it could have, 
and the fact remains that there has been a ten- 
dency to disregard and treat too lightly this im- 
portant branch of medical research. It is not 
hard to understand that if every institution, re- 
gardless of its size, were to have a standard med- 
ical record system, and after the gathering of 
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such record they were studied and analyzed by 
the medical staff, society would be better served 
and the science of medicine would have a valuable 
contribution to its progress. 


The main stumbling block to an efficient med- 
ical record system appears to be the lack of in- 
terest or the lack of time on the part of the at- 
tending physicians and surgeons to record im- 
portant data and exclude the unimportant. One 
cannot help but be impressed with the tendency 
that exists among the medical staff in many hos- 
pitals to get the physical examinations, progress 
notes, and other records filled in, filed, and out 
of the way as quickly as possible. The large 
number of unfinished charts which find their wav 
to the record room after the discharge of the 
patient further tends to illustrate that fault. Even 
after the assembling of the records, much of this 
material remains filed away, unnoticed, until the 
time comes for it to be placed in a permanent 
storage room where it gathers dust and remains 
buried unless it happens to be called for in a 
medicolegal action. 


‘Some means must be taken whereby greater 
interest can be created among staff members to 
discharge their responsibility to medical science, 
in as much as by not cooperating and taking an 
individual interest in writing or helping to com- 
pile thorough and important data on the forms 
provided they are reducing the value of an im- 
portant asset to the science of medicine. Until 
their greater interest is created, we shall con- 
tinue to be hampered by the conditions which 
now exist. 


It is hoped that some day every hospital in the 
United States and Canada will have to be ap- 
proved by the American College of Surgeons’ 
Committee on Hospital Standardization, regard- 
less of whether it be a twenty-bed hospital or a 
five hundred-bed hospital. There is no doubt that 
there has been in the past, and is still in existence 
in some quarters today, too much of a commercial 
attitude in regard to hospitalization, and until all 
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of the hospitals of North America become ac- 
ceptable to the American College of Surgeons and 
fulfill the requirements pertaining to the essen- 
tials for a registered hospital as suggested by 
the American Medical Association, we shall con- 
tinue to be confronted with reports of institutions 
whose attitude speaks more of the commercial 
angle than of the scientific and humanitarian. 


No one will deny the fact that the hospital of 
today faces a constant and increasing financial 
burden. This is partly due to the production and 
introduction of new materials and apparatus 
which is being developed for the treatment of 
patients. The first duty, however, of every insti- 
tution caring for the sick should be that of ren- 
dering the highest possible type of professional 
service to assist the medical staff and their pa- 
tient at a reasonable cost. It is only when all hos- 
pitals meet the standardized requirements that 
this may be accomplished; and those institutiong 
which cannot conform to, or “fall in line” with the 
approved class should give way to those that can. 
There is no reason why the hospital of fifty beds 
and under cannot fulfill the prescribed require- 
ments. 


A survey made by the writer over a period of 
the last three years took him into eight different 
states and showed that the main reason many 
small hospitals fail to secure approval was due 
to their lack of an acceptable medical record de- 
partment. This in turn was due, mainly, to lack 
of funds necessary to employ a qualified and reg- 
istered medical record librarian. 


Commonly Found Deficiencies 


Equipment within these institutions was gen- 
erally above reproach. The major portion had 
an x-ray department and well-equipped laboratory, 
under well qualified heads. Thirty per cent of 
these institutions were keeping no records at all 
other than nurses’ bedside notes, laboratory re- 
ports, and physicians’ orders. The remainder 
kept operative records, nurses’ notes, graphic 
charts, and laboratory examination reports, but 
there was a marked absence of physical examina- 
tions, histories, progress notes, and radiographical 
reports. No index of diseases or operations was 
in existence. Some of them did, however, have 
operative notes in the surgical suite and a record 
of deliveries, which was kept in the obstetrical 
department. No obstetrical histories, labor rec- 
ords, etc., were kept on the patients’ charts. The 
reason for this, it was explained, was again due 
to lack of funds, and as their staff was kept to a 
minimum they were unable to allow the office 
force or nursing staff to help in gathering to- 
gether this essential material. 
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Training the Librarian 


In our own institution we were faced with the 
same problem. Being a small institution and be- 
ing hard pressed financially, we were unable to 
employ the services of a duly qualified, trained 
medical record librarian, so we selected a young 
lady with previous education that justified her 
training as a librarian to care for our records. 
The combined cooperation of the medical staff, 
nursing personnel, and administration was cen- 
tered on the goal of establishing a complete sys- 
tem whereby the medical records within the hos- 
pital could be gathered together, filed, and used 
at staff meetings. After five months’ effort we 
have a record department with its historian, index 
of operations and diseases, which is rapidly de- 
veloping into a useful, active department, and 
making itself felt not only as a valuable aid to the 
staff members, but as an index to the worth of 
our hospital to those whose lot it is to come to us 
as patients. 


Hospitals, which through lack of funds are 
unable to employ trained personnel for the record 
department, would do well to seek the cooperation 
of its medical staff in aiding them to train a suit- 
able young woman, preferably a high-school grad- 
uate who has completed a business course, who 
would be interested in this type of work. There 
are many such young women residing in our com- 
munities who would be glad for an opportunity to 
commence with a nominal salary, and at the same 
time serve their community in this field. This 
young woman could in time prepare for a more 
advanced education and qualify for registration 
by the Association of Record Librarians of North- 
America. 


The young lady who was selected to care for 
our record library had an excellent knowledge of 
stenography but was inexperienced in medical 
dictation, so to gain some experience and profi- 
ciency in this field, she was placed in the hands of 
the members of the medical staff who made a 
point of spending some time with her in writing 
and dictating physical examinations, histories, 
and material for papers for forthcoming medical 
meetings. In this way she became familiar with 
medical terminology and from then on was able 
to accompany various members on history-taking 
rounds. Under the direction of the secretary of 
the medical staff and the administrator, she was 
given several sets of completed charts to serve 
as copies for future use. In this way she learned 
as to what made up a complete record. Alpha- 
betical Nomenclature of Diseases and Operations, 
by Dr. T. R. Ponton, and Medical Records in the 
Hospital, by Dr. Malcolm T. MacKachern, were 
used as reference. 
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The Librarian’s Function 


From these references our student record li- 
brarian was shown how to keep up the operation 
_ index, the disease index, patients’ index, and the 
filing of statistics cards. She was taught how 
to complete the statistics cards and was held re- 
sponsible in contacting the various staff members, 
if on checking-the charts she noticed that the 
progress notes had not been kept up, or if any 
other important data were lacking. In this way 
records did not come into the department after 
the patient had been discharged in an incom- 
plete condition. 


It has been our experience that by tactful and 
careful relationship existing between the record 
librarian and the staff members, greater coopera- 
tion and better records were the result. Greater 
interest in keeping more thorough records has 
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been aroused by offering a quarterly token to the 
staff member who, in the opinion of the whole 
medical staff, had consistently and most thor- 
oughly kept up his records and completed data 
on his patients, and has made the most use of 
such data at the staff meetings. 


Our student librarian was shown how to make 
abstracts of articles from the current medical 
literature, aided by the staff members in the prep- 
aration of their papers and is now not only able 
to efficiently care for the record department, but 
acts as admitting clerk, types all office correspond- 
ence, attends to the telephone service, and makes 
herself invaluable to the office in general. In this 
way we have been able to have a record depart- 
ment and keep within our small restricted budget, 
at the same time not lessening the efficiency of 
the institution. 





We Missed Our Old Friends 


As enjoyable as the Dallas Convention was to 
all who attended, there was a note of regret when 
old familiar faces were not there to give us greet- 
ing. Among them were: 


Richard P. Borden, President of Union Hospi- 
tal, Fall River, Massachusetts, a trustee of our 
Association for many years, who attended each 
annual convention since “memory runneth not to 
the contrary.” Mr. Borden was detained by the 
storms which inflicted so much loss of life and 
property along the New England coast the week 
previous to the Convention. 


Asa S. Bacon, the Treasurer of the Association, 
who has missed but one previous convention in 
over 30 years. He could not be with us for the 
reason that he fell into the clutches of five eminent 
Chicago physicians, who prescribed a period of 
absolute rest for him. We sometimes wonder if 
our doctors are the real friends of our hospitals 
they claim they are. Mr. Bacon is not seriously ill. 


Dr. Frederic A. Washburn, who seldom misses 
aconvention. He too was devoting his convention 
week to caring for the victims of the storm. 


Dr. N. W. Faxon, whose kindly smile welcomes 
old and new friends alike. He could not be with 
us but sent Dr. Norman Baker, his assistant, to 
represent him. 


E. Muriel Anscombe, a trustee of the Associa- 
tion, who is convalescing from a serious illness 
but who is happily on the road to complete re- 
covery. 


Dr. Joseph B. Howland, who is this year re- 
tiring from active administrative work and who 
is making arrangements for his successor. 
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Dr. Warren L. Babcock and Dr. John M. Peters, 
the deans of hospital superintendents. Both re- 
tired to enjoy rest and comfort in their remaining 
years. May a kindly fortune bring long life and 
happiness to both of them. 


Dr. and Mrs. A. C. Bachmeyer, who were missed 
by their many friends. Dr. Bachmeyer’s commit- 
ments prevented his attending but he was repre- 
sented by members of his staff. 


Carolyn Davis, who never misses a convention, 
was this year detained because of the starting of 
a new extension program for her hospital. 


And, finally, Drs. Winford Smith and Arthur 
J. Lomas, two fine gentlemen who have always 
been actively interested in the Association and 
have spent many years in serving their institu- 
tions in Baltimore, Johns Hopkins and the Uni- 
versity of Maryland hospitals. 


Warning 


A man calling himself C. J. Martin has, accord- 
ing to Postal Authorities, been visiting hospitals 
and nurses’ homes throughout the middle west 
representing himself as a salesman for the Tru- 
Fit Shoe Company, Brockton, Massachusetts. He 
takes orders for the shoes, receives deposits for 
the orders, and deliveries are never made. He 
does not use the mails and apparently is beyond 
the reach of Postal Authorities. There is no firm 
in Brockton, Massachusetts, known as the Tru- 
Fit Shoe Company. 











Satisfaction and Economy in Personnel Feeding 


MARIE L. HINES 


feeding in this discussion is really a consid- 
eration of maintenance versus cash allowance 
for the group. 


Ti satisfaction and economy in personnel 


The history of hospital management presents 
a picture with a protective atmosphere about the 
personnel. The quality and extent of this pro- 
tection has varied from time to time both within 
a given institution and among institutions. The 
hospital with a social point of view desires for 
its personnel comfortable living conditions good 
rooms, well equipped with adequate service, good 
personal service in the care of telephone calls, de- 
livery of packages, laundry, care in case of illness, 
facilities for entertaining guests and handling 
special parties; in other words, excellent home 
conditions. Holidays are given special consider- 
ation so that workers on duty at holiday time 
do not miss too greatly the festivities which are 
so much a part of our home life. However, grant 
as we will the great variation in the quality of 
maintenance in institutions, hospitals with a high 
level of maintenance find it difficult to please all 
members of the group. The administration of 
the hospital recognizes the serious results of dis- 
satisfaction both in the morale of the group and 
with respect to the reputation of the hospital in 
the community. The dietitian sees the practical 
results of food dissatisfaction in the effect upon 
the employee group serving the personnel and the 
actual plate waste of food. It is necessary to 
teach employees that the food they handle has a 
monetary value and when they see personnel take 
more food than they can eat or wish to eat, the 
teaching program for the employees becomes com- 
plicated. The plate waste of food not only repre- 
sents the cost of raw food but includes a prepa- 
ration and service cost as well. 


Hospital Personnel and Maintenance Policies 


The personnel are being paid for their service 
to the hospital in the form of maintenance. Each 
member of the group has his own idea of what 
that service is worth to the institution. The ad- 
ministration of the hospital budgets a definite 
amount of the operating funds to personnel feed- 
ing and care. The administration and. the per- 
sonnel may have very different ideas with respect 
to maintenance policies. The dietitian is pre- 
sented with the problem of spending only the 
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budgeted amount of money in such a way as to 
secure satisfaction for each and every one in the 
group. Dietitians have always recognized that 
satisfactory personnel feeding has been one of 
the most difficult problems of hospital food ad- 
ministration. We need only study the variation 
in food habits existent in various parts of the 
United States, to say nothing of other countries, 
to recognize the difficulty of serving a meal that 
will be wholly acceptable to the varied group of 
workers including the southern doctor, the Bra- 
zilian nurse, the Minnesota student, the Scotch 
housemaid, the German orderly, and so forth. 


Dining Rooms For the Personnel 


The Nurses’ Dormitory of University Hospitals 
of Cleveland was designed with a series of din- 
ing rooms and one serving unit for graduate 
nurses and staff, a duplicate service for students, 
a cafeteria for dietary employees who receive 
meals as a salary consideration and a cafeteria 
for employees on a cash basis. These dining rooms 
were served from the Nurses’ Dormitory kitchen. 
The dining room for doctors and a cafeteria for 
other personnel were located in the main hospital 
adjacent to the main hospital kitchen. 


Making Cash Allowance For Maintenance— 
Its Results 


Beginning January 1, 1937, the graduate nurses 
were given a cash allowance with the understand- 
ing that they could purchase their room and 
board wherever they wished. Naturally there were 
some adverse reactions to the system. The whole 
history of nursing and its relationship to the pro- 
tecting force of the hospital makes any change 
difficult. The administration understandingly 
gave the group an opportunity to try the new plan 
and then to decide for themselves which system 
they preferred. We established one serving unit 
for graduate nurses as a cafeteria using the same 
menu that we offered to other members of the 
hospital personnel. The results were quite as ex- 
pected. As soon as they developed a knowledge 
of what it cost in the open market to purchase 
good food, well prepared and served and an ade- 
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quate room well cared for, then and then only, 
were they able to appreciate both food and shelter 
in relation to their money value. After a two 
month trial period the nurses were given an op- 
portunity to vote on the question of continuing 
or discontinuing the cash allowance system. The 
negative vote was negligible. We have had almost 
two years of experience with this system for the 
graduate nurses and I have not heard even the 
faintest rumor of a desire to change the policy. 


In February of 1938 student nurses, student 
dietitians, student anesthetists, and medical social 
service students were given a cash allowance for 
food. This made it possible for us to combine 
the service for the graduates and students in one 
cafeteria thus reducing the overhead. We soon 
discovered that we could best meet the require- 
ments of the group on a cash allowance by operat- 
ing one cafeteria and one sandwich shop. The 
interns are the only hospital group now on com- 
plete maintenance. The preparation and service 
employees of the dietary department receive meals 
as a part of their salary. All other personnel are 
on a cash allowance. 


We are now operating four dining room units 
instead of six and we feel that we are meeting 
the needs of the group and at the same time op- 
erating the dining rooms more efficiently. 


We have a dining room for interns with an a la 
carte service for staff men, a cafeteria for per- 
sonnel, a sandwich shop for personnel, and a cafe- 
teria for employees. 


Placing the Maintenance Problem on an 
Individual Basis 


Providing a cash allowance for service rendered 
to the hospital immediately puts the problem on 
an individual basis. Everyone looks at the pic- 
ture in a different light. It is economically sound 
and each member of the personnel becomes an 
individual dictating his own policy. He may eat 
where, what, and when he chooses. If he wishes 
to entertain a guest, he may decide where and 
when he will do so. If he wishes to plan for a 
party, a picnic, or a buffet supper it is his problem 


to see how it can be arranged and not the dieti- 
tian’s problem. If he is having minor dietary 
difficulties, which he cannot handle by individual 
selection of food, he may seek the aid of the die- 
tary department. It is his job to select his food 
according to the price he can afford to pay. He 
is now the one who is living on the budget. He 
may criticize the price charged for food in the 
hospital but he always has the alternative of eat- 
ing elsewhere if he chooses to do so which has 
its advantages in developing satisfaction. 


Object of This System 


This system was considered not to save money 
but to give greater satisfaction. The administra- 
tion knows the amount of money allocated to per- 
sonnel feeding. The hospital is changing dollars 
with this group. It is true that more members 
are living outside the hospital. This was ex- 
pected and desired. By operating fewer units, 
the overhead was reduced in proportion to the 
numbers to be fed. The hospital no longer needs 
to be concerned about the fluctuating price of 
food materials except as it affects the efficient 
operation of the cafeteria. They also recognize a 
satisfied personnel as a definite asset. 


Maintenance has a money value which each 
member of the working group may spend as he 
chooses. The greatest satisfaction seems to be 
the ability to choose the food he wants when he 
wants it. 


The dietary department welcomes a system of 
personnel feeding which minimizes food com- 
plaints, reduces food waste, and places the re- 
sponsibility for individual consideration with the 
individual. 


The greatest economy derived from this system 
from the standpoint of the administration and the 
personnel is in the satisfaction created. ° 


The dietary department shares in that satisfac- 
tion. Under this system the problem for the 
dietary department becomes one of producing food 
at a price, including raw food, labor, and overhead, 
which is acceptable to the group to be served. 
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Institute for Hospital Administrators Alumni Banquet 


A happy meeting of the alumni of the institute 
for Hospital Administrators was held on Tues- 
day evening under the chairmanship of Car! I. 
Flath. Greetings were received from the Exec- 
utive Secretary of the American Hospital Asso- 
ciation, under whose direction six successful 
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Institutes have now been held. Members from all 
of these Institutes were present at this reunion. 


The officers elected for 1939 at the conclusion of 
the banquet were: Chairman, Carl I. Flath; Sec- 
retary, Ruth Wilson; Treasurer, Helen Branham. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Construction by a Federal Court on What 
Constitutes the Practice of Medicine 


Group Health Association v. J. Bach Moor and 
David A. Pine, In Equity, No. 66,392, in the 
District Court of the United States for the 
District of Columbia. 


This proceeding was instituted by the filing of 
a petition for a declaratory decree to construe 
the Healing Arts Practice Act of 1929. Defen- 
dants both filed motions to dismiss the petition, 
which were overruled by the court. 


One of the prime questions was whether the 
petitioner was engaged in the practice of medi- 
cine within the meaning of the Healing Arts 
Practice Act of 1929. The decree of the court 
disposed of that question in favor of the peti- 
tioner. An appeal is now pending in the United 
States Court of Appeals for the District of Colum- 
bia. What the outcome will be cannot be immedi- 
ately ascertained. However, it is reasonable to 
assume that it will be favorable to the conten- 
tions of the petitioner. 


The proceeding is of importance in that it 
demonstrates the construction by a federal court 
on what constitutes the practice of medicine. In 
this instance, the decision takes on increased im- 
portance because of its application to a hospital 
plan. It is proposed to quote verbatim the opin- 
ion of the court. 


The decree is as follows: 


“The ‘Healing Arts Practice Act’ of 1929 pro- 
vides, inter alia, 


‘Section 121. The Healing Art, definitions.— 
For the purpose of Part 1 of this chapter the fol- 
lowing words and phrases have the meanings as- 
signed to them, respectively, except where the 
context otherwise requires: 


‘(a) Disease means any blemish, defect, de- 
formity, infirmity, disorder, disease, or injury of 
the human body, or mind, and pregnancy, and 
the effects of any of them. 


‘(b) “The healing Art” means the art of detect- 
ing or attempting to detect the presence of any 


disease, of determining or attempting to deter-. 


mine the nature and state of any disease, if pres- 
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ent; of preventing, relieving, correcting or cur- 
ing, or of attempting to prevent, relieve, correct 
or cure any disease; of safeguarding or attempt- 
ing to safeguard the life of any woman and infant 
through pregnancy and parturition; and of do- 
ing or attempting to do any of the acts enumer- 
ated above. 


‘(c) “To practice” means to do or attempt to 
do, or to hold oneself out or to allow oneself to be 
held out as ready to do, any act enumerated in 
subsection (b) of this section as constituting a 
part of the healing art, for a fee, gift, or reward, 
or in anticipation of any fee, gift, or reward, 
whether tangible or intangible. 


‘Section 122. License required, terms of license 
to be observed. No person shall practice the heal- 
ing art in the District of Columbia who is not 
(a) licensed so to do, or (b) if exempted from 
licensure under sections 153 and 155 of this title, 
then duly registered. 


‘No person shall practice the healing art in the 
District of Columbia otherwise than in accord- 
ance with the terms of his license or of his regis- 
tration, as the case may be.’ 


“The plaintiff is a non-profit corporation organ- 
ized under Title 5, Chapter 5, Section 120 et seq. 
of the District code providing for corporations 
for ‘benevolent, charitable, educational, literary, 
musical, scientific, religious or missionary pur- 
poses, including societies formed for mutual im- 
provement, or for the promotion of the arts.’ 


“The defendant, David A. Pine, United States 
District Attorney, claims that the plaintiff is 
illegally engaged in the practice of medicine in 
the District of Columbia and the bill alleges that 
he gave notice to the plaintiff that unless such 
operations were immediately suspended he would 
file a bill for an injunction or institute legal pro- 
ceedings looking to the involuntary dissolution of 
plaintiff corporation. 


“The plaintiff is not of course practicing medi- 
cine in the sense that it is itself prescribing for 
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Do you ask for smart and earnest, eager people ? 
Need doctors, nurses, dietitians.... 
Will you write and tell us? 


The business of your hospital, all the work it does 
that wins it fame or keeps it from the fame deserved, 
depends upon the men and women working in it. 


Dull people, dispirited people, people without verve 
and enthusiasm, people untrained, not wholly com- 
petent, people without a lilt in their voices, these 
make a great hospital ordinary. 


In contrast, this world over, there are hospitals famed 
for super work, for work that is fine beyond all expecta- 
tions always, because their personnels are incom 
parable. 


We know these things as you know them. So, we ask 
the folks who register with us to tell us all about 


themselves, we ask them for their pictures; we know 
we must find if they're stout-hearted, kindly, eager, 
honest, understanding, able, fine . . . 


. we ask for references and we write and find the 
things that others think of them; add these opinions to 
their own opinions of themselves until we know our 
people, know how to place them where they'd do 
their finest work. 


If you want a resident, a physician who has special- 
ized, an administrator, supervisor, anaesthetist, a staff 
nurse, dietitian or laboratory worker, choose from 
this great group. Write and tell us what you want. 
We'll find that man or woman for you. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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the sick, and it contends that it only enters into 
contract (s) with duly licensed physicians who 
themselves attend the members of the corpora- 
tion and if necessary prescribe for them. 


“I see no reason why an individual may not 
without violating the statute contract with a 
physician for medical services for a stipulated 
period or a fixed compensation, and it would seem 
that a group of individuals might make the same 
arrangement with a group of physicians. It would 
seem that this group of individuals might incor- 
porate themselves for their own mutual benefit 
for the same purpose. Such a corpcration, not 
for profit but for the mutual benefit of its mem- 
bers, is in my opinion not engaged in the practice 
of medicine or in holding itself out as doing so. 
It is true that a corporation can act only through 
its agents and employees, but the physicians with 
whom the plaintiff makes contract are rather in 
the position of independent contractors, and the 
plaintiff does not in any way undertake to con- 
trol the manner in which they attend or prescribe 
for their patients. 


“T find more difficulty with the question of the 
contract between the plaintiff and the Home Own- 
ers’ Loan Corporation whereby the latter agreed 
to pay to the plaintiff the sum of $40,000.00 in 
consideration of the plaintiff’s providing for two 
years from November 1, 1937, ‘substantially com- 
plete medical and hospital service to such em- 
ployees of the Home Owners’ Loan Corporation 
as care to join it on a reasonable monthly pay- 
ment basis. But the services to be furnished 
the members of Home Owners’ Loan Corporation 
are substantially the same as those furnished to 
the members of the plaintiff. No profit is to be 
made for the plaintiff or its members. 


“The question here is one of statutory construc- 
tion. It is evident that the purpose of the statute 
was to protect the public from quacks, from the 
ignorant and incompetent. The actions of the 
plaintiff in no way tend to commercialize the prac- 
tice of medicine. Its membership is limited to 
employees of the government in certain of the 
administrative branches. It is not in the business 
of making money by furnishing medical services 
to any one who may come along. The cases cited 
bearing on the right to practice law are not closely 
analogous, they being based on the common law 
and governed by the courts independently of any 
statute. 


“In my opinion, therefore, the conduct of the 
plaintiff as set forth in the bill is not a violation 
of the statute. 


“It is contended by the defendant J. Bach Moor, 
Superintendent of Insurance, that the plaintiff is 
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engaged in the business of insurance in violation 
of law. 


“The pertinent provisions of the statute, Sec- 
tion 179, Title 5 of the District of Columbia Code 
are: 


“Every corporation, joint stock company, or 
association not exempt herein, transacting busi- 
ness in the District of Columbia which collects 
premiums, dues or assessments from its members 
or from holders of its certificates or policies, and 
which provides for payment of indemnity on ac- 
count of sickness or accident, or a benefit in case 
of death, shall be known as “health, accident, and 
life insurance companies or associations.’ ” 


“This provision of the statute does not include 
all ‘insurance’ companies, but only those which 
provide for the ‘payment of indemnity on account 
of sickness.’ General definitions of the word ‘in- 
surance’ throw little light. The statute does not 
include necessarily contracts ‘to indemnify,’ but 
is limited to those which provide for the ‘pay- 
ment’ of indemnity. The word ‘payment’ as ordi- 
narily used means the payment of money, and 
I see no reason to think that the word is used in 
a different sense in the statute or that it is equiv- 
alent to ‘indemnity.’ 


“The motion to dismiss the bill of complaint 
should be overruled.—Jennings Bailey, Justice, 
July 27, 1938.” 


Counterclaim Filed by Patient for Personal 
Injuries When Suit Was Instituted for 
Payment of Hospital Services 


West Suburban Hospital v. Peck, General Num- 
ber 61380, in the Circuit Court of Kane County, 
Illinois. 


This suit was instituted by the hospital to re- 
cover for hospital services rendered to Mrs. Julia 
C. Peck. Mrs. Peck filed a counterclaim alleging 
that she had suffered personal injuries on the hos- 
pital premises as a result of the negligence of 
the hospital in maintaining the vestibule and 
lobby steps in an unsafe condition. It was con- 
tended that her counterclaim ought to succeed 
because of the fact that the hospital was insured, 
and that if any recovery based upon negligence 
was had, the judgment would be satisfied by the 
insurance company not by the trust funds of the 
hospital. The hospital filed a motion to strike 
the counterclaim, setting up the fact of its in- 
corporation as a charitable institution. The court 
overruled this motion to strike. 


The case was decided on the issue of contribu- 
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because it co-ordinates 


every laundry step into a 


single PRECISION a OLE eb) 

























sac 1a cima re Oo rene 


Wearing apparel unit consisting of one Prosperity 
Model 454 PC for handling the skirts and large areas 
of uniforms and aprons; and two rapid-action Pony 


: Models 219 PO for finishing yokes, shoulders, collars, 
caps, etc. ¢ ; 


Every piece of Prosperity equipment is designed with 
the entire laundry process in view. No matter whether it 
is a washer, a garment press or a huge flatwork ironer, it 
aims directly at the end-point of turning out properly 
laundered linen at the lowest cost and in the shortest time. 
















; 
This smooth gearing of every part of the process to the 
final result—this group efficiency—is known as PRECI- 
SION LAUNDERING, a method of operation that is espe- 
. cially identified with Prosperity equipment. 
Formatrol, the mechanical mind, takes all the guesswork and ; 5 ; i ped 
human variability out of operating the Prosperity End-Door Even if 7 plant is not 100% Frospecity “or Ee 
Washer. It does everything but add the supplies. can enjoy the benefits and economies of this type of opera- 
tion. That is due to the fact that with Prosperity automatic 
machinery in key positions, or even with Prosperity 
methods guiding the entire operation, greater smoothness 
and economy can be had. 
Without risking a single penny—without entailing the 
slightest obligation—find out today how you can arrange 
and operate your equipment to work under the precision 
No output is too small or too large for the Prosperity Flat- | system. Mail the coupon for one of our trained field men 
Work Ironer. The output of the ironer is determined solely by ll 
the number of rolls in the machine, and these may be varied to call. 
according to the volume required. This is an Addition type of 
ironer on which rolls can be added as volume increases. Copyright 1938 by G. A. Braun, Inc. 
OO rr — — ——————————————-—-—— 
G. A. Braun, Inc. m 
G o 4 # o ij HH ; n f 612 N. Michigan Ave. 
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tory negligence on the part of Mrs. Peck, the 
court saying: “Now, of course, there are two 
things which the counter-claimant must prove in 
order to succeed in her case. First, she must 
prove the negligence on the part of the hospital, 
which she sought to do by saying that it was in- 
adequately lighted, and second, she must show 
she was in the exercise of due care and caution 
for her own safety.... 


“Now, in this case, there was a Christmas tree 
lighted—that much they admit—and on a lower 
level, and I cannot believe that all the people 
from the hostess, the bookkeeper, the assistant 
hostess, and everybody would perjure themselves 
to say there were lights in the lobby if there were 
not some lights there. Taking it all in all—I 
want to say that it is doubtful in my mind that 
Mrs. Peck, here as the plaintiff in the counter- 
claim, has sustained the burden of proving first, 
that the hospital was negligent for not having 
sufficient lights there which would warn a person 
entering if they were in the exercise of due care 
and caution, and second, I doubt that she has sus- 
tained the burden of showing that she was in the 
exercise of due care and caution at the time of 
the injury.” 


Of course, the court was in error in deciding 
that the motion to strike the defendant’s counter- 
claim should be overruled, for there are cases 
which hold that it makes no difference on the 
question of liability whether a charitable institu- 
tion carries liability insurance. Thus, whether 
there is insurance can have no bearing. That is 
evidence which does not go to the merits of the 
case. 


Liability of Hospital for Burns Suffered by 
Patient in a Radiation Cabinet 


Byrd v. Marion General Hospital, 202 N. C. 337 
162 S. E. 738. 


This was an action for personal injuries, burns, 
suffered by the plaintiff as the result of being 
placed in a radiation cabinet. A judgment in 
favor of the plaintiff was reversed. 


It appeared that the plaintiff was suffering 
from convulsions and that she had been sent to 
the defendant hospital upon the orders of her at- 
tending physician who was not associated with 
the hospital. She was placed in the cabinet by 
the superintendent of nurses. Her doctor was 
present, and when told that she had been in the 
cabinet thirty minutes, he gave directions to the 
nurse that the patient be permitted to remain 
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another ten minutes. After removal, it was as- 
certained that plaintiff had suffered severe burns. 


In this action no judgment was sought against 
the hospital, plaintiff’s suit being directed against 
the lessee of the building who was a physician, 
and his wife, the attending nurse. Consequently 
the court first determined what was the nature 
and extent of the duty of a nurse and of a physi- 
cian. Quoting another North Carolina decision 
the court said: “Ordinarily, when a hospital like 
the present one undertakes to treat a patient 
without any special arrangement or agreement, 
its engagement implies three things: (1) That 
its physicians, nurse, and attendants possess the 
requisite degree of learning, skill, and ability 
necessary to the practice of their profession, and 
which others similarly situated ordinarily pos- 
sess; (2) that its physicians, nurses, and attend- 
ants will exercise reasonable and ordinary care 
and diligence in the use of their skill and in the 
application of their knowledge to the patient’s 
case; and (3) that its physicians, nurses, and at- 
tendants will exert their best judgment in the 
treatment and care of the case.”” Continuing, the 
court said: “The law contemplates that the physi- 
cian is solely responsible for the diagnosis and 
treatment of his patient. Nurses are not sup- 
posed to be experts in the technique of diagnosis 
or the mechanics of treatment.” Again: “If the 
injury resulted from a peculiar condition of 
plaintiff’s body, producing unusual, or abnormal 
susceptibility to heat, then this was a matter of 
diagnosis and lay exclusively within the duty of 
the physician, unless, of course, as hereinbefore 
indicated, the type of disease was so pronounced 
and so well known as to lead the nurse in the ex- 
ercise of ordinary care to anticipate injury. How- 
ever, upon that aspect, there is no evidence. 


“If the injury resulted from subjecting the 
patient to the heat of the cabinet for an excessive 
period of time, then the evidence disclosed that 
such period of time was actually prescribed by 
the physician who was present during the treat- 
ment. 


“The only aspect, therefore, upon which the 
liability of the nurse or of her husband, upon 
the principal of respondeat superior, can be based, 
is that the patient was improperly wrapped or 
covered before the treatment was adminis- 
tered. ... 


“Upon the whole evidence the court is of the 
opinion that, even if it be conceded that the body 
of plaintiff was not properly prepared for the 
treatment when her physician stood by without 
protest or direction, and being fully cognizant of 
the condition of her body, and of all the facts and 
circumstances surrounding the treatment, the 
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Armour’s Posterior-Pituitary Liquid is a 
Completely Dependable Assistant 


tage—both in equipment and staff— 
its dependability is unvarying. Its 
uniformity and potency are yard- 
sticks of yey 


@Like the nurse at a surgeon’s 
elbow, Armour’s Posterior-Pitui- 
tary Liquid is a reliable, capable 
assistant. 

Like the nurse, it’s prepared to 
do a thoroughly effective job when 
called upon. 

To accomplish this The Armour 
Laboratories have set up standards 
of manufacture that demand and 
insure perfection. The most search- 
ing, accurate series of controls 
and tests devised by science check 


and recheck every step in produc- 
tion. The result is a Posterior- 
Pituitary Liquid that is uniform, 
sterile—completely standard- 
ized for oxytocic potency. And that 
is as important as a dependable 
nurse. 

Armour’s Posterior- Pituitary 
Liquid merits your complete confi- 
dence. Made at the very source of 
the world’s largest supply of fresh 
glandular materials, in fa oratories 
that possess every scientific advan- 


Supplied in boxes of 6 and 50, 
Armour’s Posterior-Pituitary 
Liquid comes in 2c. c. and 1 ¢. ¢. 
ampoules, ready for hypodermatic 
use. The %c. c. is for obstetrical, 
the 1 c.c. is for surgical purposes. 
Either size may be used in an 
emergency due to the complete 
standardization of the product. 


THE ARMOUR LABORATORIES 


Headquarters for Medicinals of Animal Origin 
ARMOUR AND COMPANY - UNION STOCK YARDS 
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preparation of the body was a part of the treat- 
ment prescribed by the physician. Moreover, 


there is an abundance of evidence, and none to ~ 


the contrary, that the heat was usually applied 
to a nude body, resulting in no harmful conse- 
quences. So that there was nothing to indicate 
to the nurse that the preparation of the body of 
plaintiff with the acquiescence and implied ap- 
proval of the physician was obviously dangerous 
or likely to produce harm.” 


Liability of Hospital for Unskilled Treatment 
of a Fracture 


Gosnell v. So. Ry. Co. et al, 202 N. C. 234, 162 
S. E. 569. 


Plaintiff’s suit against the railway company 
and the estate of the attending physician was dis- 
missed. This judgment was affirmed as to the 
railway and reversed as to the physician’s estate. 


The suit was based upon the admittedly un- 
skillful treatment of a fracture. The plaintiff 
was taken to the railroad’s hospital and was there 
treated by the physician who had been hired by 
the railroad. 


Said the court: “It is well settled in this and 
other jurisdictions that, where an employer, in 
recognition of his legal or moral obligations to 
his employee, employs a physician or surgeon to 
render professional services to his employee... 
the only duty which the employer owes to such 
employee is to exercise reasonable care in the 
selection and employment of the physician or sur- 
geon.... The general rule is that an action for 
damages caused by the negligence or unskillful- 
ness of a physician or surgeon engaged by one 
person to attend upon another, professionally, 
cannot be maintained against the employer un- 
less he was himself chargeable with a want of 
proper care in the selection and employment of 
the physician or surgeon.” 


Liability of Hospital for Injuries Resulting from 
Premature Discharge from Hospital 


Bowdich v. French Broad Hospital, 201 N. C. 168, 
159 S. E. 350. 


Plaintiff sued to recover damages for personal 
injuries allegedly suffered by reason of a prema- 
ture discharge from the defendant hospital. A 
judgment for plaintiff was reversed and a new 
trial ordered. 
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Defendant is a private hospital. Plaintiff was 
admitted for treatment for a leg injury. He told 
a student nurse that he would like to go home if 
he could. She said that she would talk to his 
physician and would send up the hospital bill if 
it was all right. A clerk brought the bill, which 
was paid and the patient went home. It was later 
found that he was suffering from a fractured leg. 


The court said: “In the case at bar the plaintiff 
selected his own physician. Therefore the hos- 
pital assumed no liability and was charged with 
no responsibility for the medical treatment of 
plaintiff or the time when the relationship of 
patient and physician should be terminated by 
discharge of the patient. Nor was the hospital, 
under the circumstances, charged with any duty 
in procuring a termination of the relationship of 
patient and physician. Hence, if no such duty 
was imposed upon the defendant, and if it did 
not assume the performance of such duty, then 
there is no negligence upon its part, and conse- 
quently, no liability. 


“The record discloses that the patient requested 
the nurse to secure for him certain information 
from his physician. Assuming the nurse negli- 
gently failed to do so, it is apparent that she was 
acting upon the request of plaintiff in a matter 
with which the defendant hospital was not con- 
cerned.” 


Thus, the nurse would not be considered as act- 
ing as an agent of the hospital, and any negli- 
gence on her part, in such circumstances, would 
not charge the hospital with negligence. 


Liability of Hospital for Suicide of Mental Patient 


Pangle v. Appalachian Hall, 190 N. C. 833, 131 
S. E. 42. 


Plaintiff’s intestate was admitted to defendant 
institution as a mental case. After having been 
a patient for about one month the intestate com- 
mitted suicide. A judgment for defendant was 
affirmed. The court was of the opinion that there 
was not sufficient evidence of negligence to allow 
a recovery. 


There was evidence to show that defendant 
knew of the suicidal tendency of the deceased, 
but no evidence was offered to show that the de- 
fendant was negligent in treating or handling the 
patient. The mere happening of death, or of an 
accident, or the incurring of injuries, standing 
alone, cannot create a presumption of negligence. 
There must be proof of negligence. 
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Te careful clinician knows that with dextrose 
solutions, the large volume injected multiplies the hazard of slight con- 
tamination or pyrogen content. Hence he appreciates that while such 
solutions are not government-licensed, they should be tested as exact- 
ingly as biologicals which are government -licensed. 

Dextrose solutions in Saftiflasks are given rigid chemical, biological, 
and physiological tests. Tested by technicians wholly divorced from 
“production”—in a laboratory equipped for the production and me- 
ticulous testing of biologicals. 

By prescribing solutions in Saftiflasks you avail yourself of the skill 
and experience of this government-licensed biological laboratory— one 
of the oldest biological laboratories in America. 

Yet these ready-prepared solutions are no more costly to patient 
or hospital than solutions prepared in the hospital. To avoid the re- SIMPLE! 
action “bugbear,” use solutions in Saftiflasks. In two, one and half- Only one part required! 
liter sizes. Cutter Laboratories, Berkeley, California and 111 N. Canal —A connecting tube 
Street, Chicago. (U. S. Government License No. 8) which is supplied 
with each case of Saf- / 
tiflasks . .. Patented //7 
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DEXTROSE SOLUTIONS IN 


soft rubber stopper 

fits any connection tube ... Connection tube 
becomes integral part of your injection out- 
fit. No loose parts to wash, sterilize, and re- 
assemble. No involved technique, with result- 


ant multiple sterility hazards. 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








Your trip to Dallas, Texas, last month—did you get the most out of it? We were interested in 
the way one superintendent visited the exhibits this year. He told us he got the idea from reading Abbé 
Dimnet’s “The Art of Thinking.” He went to the convention with a notebook filled with memoranda 
of products he needed and the amount his budget allowed. Beside each notation he had marked the 
booth number and firm name of the products he wished to inspect. There were notations of ques- 
tions to ask each exhibitor he was to visit. The first day he walked up and down each aisle and reviewed 
the entire exhibit. Then, between sessions, he went to each exhibit in which he had a special interest 
and saw actual demonstrations under most favorable conditions. He made his purchases with the con- 


fidence that comes from knowing what he wanted. 


The Newest Blanket The charm of the modern 
for the Nursery nursery in our hospitals 

makes it a place where visi- 
tors always stop with faces aglow with admira- 
tion. You probably saw pictures in the September 
issue of HOSPITALS of a newly decorated 
nursery with Snowhite and the Seven Dwarfs 
most artistically treated in gay colors upon the 
walls. Modern appurtenances have found their 
way into these rooms. 


Something utterly new now comes from the cap- 
able hands of the General Electric Company’s en- 
gineers in Bridgeport, Connecticut. It is the first 
electric crib blanket. It is operated on very low 
voltage and entirely automatic so that it adapts 
itself to changing weather conditions and main- 
tains a pre-set temperature level. It can even be 
laundered despite the wiring it contains and it is 
shockproof when wet. It comes in the traditional 
pink or blue. The safety features, which General 
Electric Company describe, demonstrate that it is 
entirely foolproof. They will send you complete 
details. 

ee 


Additional Hall Recently we received the 
Beds and Accessories supplement to the General 

Catalog put out by Frank 
A. Hall and Sons, 120 Baxter Street, New York 
City. This concern, which has the good will of our 
hospitals, offers a timely array of new items which 
will be of special interest to many a hospital su- 
perintendent. The famous Hall idea of quality is 
apparent in the illustrations and descriptions. 
“The best you can buy is the cheapest in the long 
run,” as Fred Hall has so often said. Be sure a 
copy of this supplement reaches your desk. 


————. 
Air Conditioning for Your interest in the treat- 


Allergic Maladies ment of patients afflicted 
with hay fever or pollen 
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asthma will reach a high pitch when you read a 
new booklet just sent to us by Delco-Frigidaire 
Conditioning Division of General Motors Sales 
Corporation, Dayton, Ohio. They are publishing 
the results of a special research made in a hos- 
pital. The entire study has been compiled into a 
booklet. It was a most convincing experiment on 
the relief of hay fever and kindred maladies by 
means of air conditioning. While the Delco people 
are most enthusiastic about the results, they are 
announcing the facts about the use of their air 
conditioning apparatus in an entirely scientific 


-manner. The true facts are the best sales argu- 


ments. Here is a monograph of high interest to 
the hospital executive interested in the latest ideas 
about the use of air conditioning as a relief to 
those who suffer from allergic maladies. 


a 


A New Just released by Corning Glass Works 
Catalog is their new “Pyrex” brand laboratory 

catalog LP-18. This catalog is the most 
comprehensive that Corning has offered. It con- 
tains one hundred twenty-eight pages and carries 
2,353 individual items, of which over seven hun- 
dred are listed for the first time. Some of the 
features of the new catalog are that practically 
all ground joints, stoppers and stopcocks listed are 
now interchangeable; number of pieces per pack- 
age reduced on many items; and prices are re- 
duced on more than five hundred items, including 
centrifuge tubes, condensers, distilling flasks, 
ground joints and connections, separatory fun- 
nels and stopcocks, tubes for clinical laboratories, 
as well as some generally used sizes of test tubes, 
tubing, and rod. 


a 


When You Show We are told by the American 
Your Kitchen Rolling Mills of Middletown, 

Ohio, one of America’s out- 
standing manufacturers, about a new heavy duty 


HOSPITALS 





> 











What is the Cost 
of Your Iron Therapy? 





COMPARATIVE COSTS of ROUTINE IRON THERAPY in HOSPITALS 
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FERRUM REDUCTUM 
(Copal fled ot bap) tN 














FERRUM REDUCTUM 


(Commercial capsules) 





FERROUS SULFATE 
(Capsules filled at hospital*) 





(Slaton made at bopiat) ‘A 





— NA 


(fomas Set) A 








(*Including a small charge to cover filling the capsules) 





The chart above indicates the comparative cost of the 
eight preparations most commonly used in hospitals 


as routine iron therapy. 
FEOSO L FEOSOL TABLETS provide adequate iron at a frac- 


tion of the cost of the other preparations. 


( ABL je l S Your pharmacist has been informed of the Special 

Hospital Prices which make this low cost possible, 

and your medical staff will vell you that ferrous sulfate 

Each Feosol Tablet contains is the most effective and convenient treatment in 
three grains ferrous sulfate, : defici : 

with a special vehicle and iron-denciency anemias. 


and coating to prevent oxi- . 
dation and to promote Effectiveness plus economy— At your next staff meet- 


celegueien. ing why not propose Feosol Tablets as the routine 
iron therapy for YOUR hospital ? 


SMITH, KLINE & FRENCH LABORATORIES + «- PHILADELPHIA, PA. 
Established 1841 
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gas range which is attracting unusual interest. It 
turns out to be of special importance to a hospital 
because of an unusual feature. The body of the 
range is made of Armco stainless steel (what is 
known as the 18-8 type) and has a high polish. 
There is something about the use of this material 
which appeals strongly to a superintendent who 
has to show his kitchen on occasions. Its dur- 
ability and easy-cleaning qualities are easily rec- 
ognized but its attractiveness is very important 
to anyone who has a pride in his own institution. 
The range referred to here is the newest model 
of the American Stove Company’s Magic Chef 
Line. They are located in Cleveland, Ohio. Write 
them if you are interested in other features, espe- 
cially if you are planning for a new range. 


——@ 


Hospitals Make You who use the products which 
Discoveries you buy from manufacturers lit- 

tle realize how interested they 
are in the new uses to which you may put them. 
Several years ago Johnson & Johnson of New 
Brunswick, New Jersey, placed on the market a 
product called Chux. They are disposal diapers. 
It was not long before hospitals themselves dis- 
covered other special uses for Chux, based on 
savings in time and money, sanitary features and 
comfort to patients. Mr. E. E. Dickson of John- 
son & Johnson is a close student of the needs ex- 
isting in hospital service. His organization is 
always watchful and alert to find new ways to 
improve products and methods. So he was keenly 
interested when it was reported to him that hos- 
pitals on their own initiative have developed seven 
new uses for Chux: 


1 A substitute for quilted pads in the bassinets 

2 Underpads on examination tables or on 
weighing scales 

3 Underpads in maternity department on de- 
livery table 

4 Underpads for incontinent cases 

5 Substitute for dressing combines for heavy 
drainage cases as follows: cancer, prostatec- 
tomies, draining appendices, colostomies, 
burn dressings, etc. 

6 Covering over wet dressings 

7 Poultice pads 


If you want to try Chux before you buy a sup- 
ply, we suggest you write to Mr. Dickson. He will 
see that you get free samples of both the small 
and large sizes. 

a en 


Floor Service A great many hospitals will have 
Refrigerator use for a new oversize refrigera- 

tor introduced recently by Cros- 
ley Radio Corporation of Cincinnati at a new low 
price. It has six cubic feet of storage space with 
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a shelf in the door. The ice-freezing capacity in 
four drawers is nine and one-half pounds. Powel 
Crosley, Jr., says of it: 

“In the design of this special model, the idea 
of utility was kept paramount. Some of the fancy 
frills of more costly electric refrigerators have 
been eliminated without the sacrifice of service- 
ability, quality, or performance. For example, 
the liner of the food compartment is made of gal- 
vanized Armco ingot iron, which is equally as 
serviceable, in our opinion, as porcelain. Ordinary 


' galvanized iron has been used almost universally 


in ice boxes which were subjected to much more 
severe usage and moisture. In fact, galvanized 
iron was used in the early electric refrigerators. 
While it may not be as beautiful as porcelain, it 
has the advantage of not chipping.” 


—<—-——— 


Moonbeams for the Every once in a while an 
Bedside old idea is developed by 

some modern-minded man- 
ufacturer so that it actually fills a need in a new 
way. We were greatly intrigued by a description 
and a picture of a new clamp-on bed lamp sent 
to us by H. P. Toppin, president of F. A. 
Smith Manufacturing Company of Rochester, New 
York. After long experience of reading in bed 
and having to endure heat at the top of the head 
from a gay looking affair called a bed lamp, or eye 
strain trying to use a feeble night table decoration 
we were introduced to this new Moonbeam Bed 
Lamp. This new bed lamp has these practical vir- 
tues, besides being of artistic streamlined design: 
It may be clamped on wherever desired—a ball 
and socket joint provides extreme flexibility—a 
magnifying lens confines the light from an ordi- 
nary bulb to just where you want it to shine in 
a small area. You can ever direct the light to 
search around the room. It has a pull-type switch 
and a rubber covered “plug-in” cord. You can 
see how efficient such a light will be on a pa- 
tient’s bed, but we will wager once you have seen 
it you will want one for your own use. Furnished 
in bronze, ivory, or white. 

sssiibinilibiaasin: 


A Hospital Administrator at “The equipment in 
the Dallas Convention Said: a hospital is the 

keystone to the suc- 
cess of the institution. The nurses, the staff, and 
the patients depend upon it every moment. I con- 
sider that the basis of my success as a superin- 
tendent depends upon our equipment. So I apply 
a generous amount of time to familiarize myself 
with what is being shown. Everyone is exceed- 
ingly courteous so I enjoy looking around.” You 
will notice that the general attitude of all exhib- 
itors is to offer an obliging, helpful, and highly 
instructive service. 
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HERE’S 7.8/4, 2 


ABSOLUTELY SAFE 
REQUIRES NO WATCHING 


Simply fill the water reservoir, plug 
the cord in anvelectric outlet and for- 
get it. It is perfectly silent and auto- 
matic in operation and perfectly safe. 
If the water supply runs low, the 
automatic switch turns off the current. 
Only that water coming in immediate 
contact with the heating element is 
evaporated — the reserve supply 
never rises above body temperature 

. no danger of scalding. The 
heating element is enclosed so the 
unit cannot possibly become over- 
heated . .. it is always cool to the 
touch, 


Portable ... Easy to Carry 


The Mayflower Humidifier-Inhalator 
is small in size, light in weight, is 
easily and quickly carried from one 
room to another, There is no glass 
bottle to tip over or to remove for 
filling; no possibility of damage or 
breakage that will render the unit 
useless until repaired or replaced. 


Built for a Dual Purpose and 
for Years of Trouble-Free Service 


The Mayflower Humidifier-Inhalator 
completely vaporizes all the water 
and you can actually see the vapor 
tise from the unit. AS A HUMIDI- 
FIER, it supplies added moisture to 
the air to prevent the membranes of 
the respiratory tract from becoming 
uncomfortably dry. It is especially 
valuable as an aid to post-operative 
recovery by restoring normal mois- 
ture to the tissues that have become 
dry as a result of anesthesia. AS 
AN INHALATOR, it safely adminis- 
ters the beneficial vapor of tincture 
of benzoin or other prescribed medi- 
cant. 


There is no fan or motor to cause 
trouble, require oiling or become 
noisy .. . nothing to attend to, 
nothing to get out of order. The water 
reservoir holds 1¥% gallons of water 
. sufficient to operate the unit con- 
stantly for 19 hours without refilling 
or attention of any kind. Each unit 
is fully guaranteed against defective 
materials and workmanship, 








in the Treatment of Respiratory Diseases 


.».a new way to save time and work 


>, a a- 


coin 
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de MAYFLOWER 
HUMIDIFIER-INHALATOR 


During the fall and winter months just ahead, when every nurse is rushed 
with duties, the completely automatic Mayflower Humidifier-Inhalator will 
save minutes that mount into hours and countless steps that mean miles of 
running back and forth. 


The Mayflower Humidifier-Inhalator is scientifically engineered and con- 
structed, under the guidance of prominent physicians and hospital superin- 
tendents, to supply added humidity where and when you want it... to do 
it automatically and with perfect safety. It replaces teakettles, pans of water 
and other make-shift devices used over open flame or hot plates. 


TRY THIS NEW TIME AND LABOR SAVER WITHOUT COST OR OBLIGAT 


Your Surgical Supply Dealer will gladly arrange for you to try the new Mayflower Humidifier- 
Inhalator. It’s the newest development in apparatus of this nature and embodies all of the 
latest scientific improvements. PHONE YOUR DEALER TODAY... if he hasn't received his 
supply yet, send us his name and we'll arrange for an immediate trial. 





Unit Complete with Medicant Cup $19.95 LIST 
Chrome Steel Flexible Inhalator Tube, 
with Bakelite Tip $5.00 LIST—EXTRA 


Choice of Cream Baked Enamel or Green Crinkle Finish with Chrome and Black Trim 


MAYFLOWER-LEWIS rates 


PIONEER MANUFACTURERS OF AIR-CONDITIONING EQUIPMENT 


SAINT PAUL 


MINNESOTA 
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News Notes 


Sister Mary Annunciata, Superintendent of St. 
Mary’s Memorial Hospital, Knoxville, Tennessee, 
has been transferred to St. Joseph’s Hospital, De- 
troit, Michigan. Sister Mary Celeste, who has 
been Nurses’ State Examiner and superintendent 
of nurses at St. Mary’s since it opened in 1929, is 
the new superintendent. 


ee 


R. Baxter, manager of Rochester General Hos- 
pital, Rochester, New York, for the past ten years 
has resigned because of ill health. His successor 
has not been appointed. 


oH -- 


Maude Howell, superintendent of King’s 
Daughters’ Hospital, Gulfport, Mississippi, has 
tendered her resignation to accept another po- 
sition. 


neeieitiereentontes 


Elizabeth Kennedy has been appointed superin- 
tendent of the Memorial Hospital, Bartlesville, 
Oklahoma, to succeed Maud Taylor who has been 
acting superintendent for two and one-half years 
since the resignation of Dorothy Henderson, the 
previous superintendent. 


—_—_~————_. 


Mildred Lohr has been appointed acting super- 
intendent of Riley Memorial Hospital, Sheldon, 
Iowa. 


actinic 


Mary Miller of Charlestown, West Virginia, 
has been appointed assistant superintendent of 
St. Mary’s Hospital, Leonardtown, Maryland, to 
succeed Minnie Combs, who resigned. 


a 


Mrs. Eva T. Niles, who has been superintendent 
of the Potsdam Hospital, Potsdam, New York, 
has resigned that position. A successor to Mrs. 
Niles has not yet been appointed. 


a 


Charles S. Pitcher, who is one of the better 
known hospital and institutional consultants, has 
returned to his home after a ten months’ absence 
in Hollywood, California, where he was engaged 
in establishing the Hollywood Presbyterian Hos- 
pital. This is a general hospital with three hun- 
dred beds for medical, surgical, and obstetrical 
patients. 
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Sister Mary Rita has been appointed Superior 
of the Mercy Hospital, Iowa City, Iowa, to succeed 
Sister Mary Rose, who has been transferred to 
Mercy Hospital in Davenport, Iowa, and will serve 
as Superior of that hospital. Sister Mary Rita 
was graduated from Mercy Hospital in 1917. 


a 


Sister M. Rose, who has been Sister Superior 
of the St. Joseph Hospital, Memphis, Tennessee, 
will succeed Sister M. Augusta as Superior of St. 
Joseph Hospital, Logansport, Indiana. Sister 
Augusta will succeed Sister Rose as superintend- 
ent of St. Joseph Hospital, Memphis, Tennessee. 


———< 


Barbara Schafer has been appointed superin- 
tendent of the Savanna City Hospital, Savanna, 
Illinois, to succeed Erma Morey, who resigned 
August 17. 


—_<——— 


Dr. George C. Stevens of Indianapolis has been 
appointed superintendent of Eastern State Hos- 
pital at Lexington, Kentucky. Dr. Stevens suc- 
ceeds Dr. J. L. Vallandingham. 


esc 


Elizabeth Thomas, superintendent of Parks 
Memorial Hospital at Georgia State College for 
Women, Milledgeville, Georgia, since it was first 
opened, has resigned and will retire to private 
life. Dr. Margaret Buckner, who has been resi- 
dent physician at this institution, will succeed 
Miss Thomas as superintendent. 


a 


Adeline Wood, who has been supervising dieti- 
tian of Mount Sinai Hospital, New York City, 
sincs 1922, has resigned effective December 1 to. 
carry out some graduate work at Columbia Uni- 
versity. For the past thirteen years Miss Wood 
has been in charge of all the dietary services at. 
Mount Sinai. 


——— 


Booneville, Arkansas—The Public Works Ad- 
ministration has allotted Arkansas a grant of 
$948,000 to supplement a state appropriation of 
$1,200,000 for a building program at the State 
Tuberculosis Sanatorium, Booneville, Arkansas. 
The first unit of the construction program will be 
the main building to cost $700,000. The bed ca- 
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WHAT DO YOUR 
CLEANING DOLLARS BUY? 


Tix money that you’ve budgeted for 
cleaners in your hospital should pay for 
just one thing—cleanliness. But too 
many times you pay for needless work 
and extra equipment. 

Every cent that you pay for Wyandotte 
cleaners comes back to you in cleanliness 
—cleaner linen in your laundry, cleaner 
glasses and dishes, cleaner floors, walls 
and porcelain. Wyandotte cleaners save 
you money because they clean quickly 


and efficiently. 





AMONG THE WYANDOTTE CLEAN- 
ERS USED BY HOSPITALS ARE 


CLEANER & CLEANSER and a complete line of 
culinary cleaners for all dishwashing uses and 
water conditions. 


DETERGENT for economical cleaning of floors, 
painted surfaces, marble, tile and porcelain. 


STERI-CHLOR, a safe germicide in convenient 
powder form for general use as a disinfectant 
and deodorizer. 


YELLOW HOOP for soap building and _ soft 
bleach for your laundry, to give fullest cleans- 
ing and longest life to your linen. 
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pacity of the sanatorium will be increased from 
604 to 1,200 through this new construction. 


a 


Clarksville, Arkansas—The Most Reverend 
John B. Morris of Little Rock, Arkansas, dedi- 
cated the new Clarksville Municipal Hospital, 
Clarksville, Arkansas, on August 21. 


— 


Beverly Hills, California—The Beverly Hills 
Hospital Association, a nonprofit organization 
comprised of promiment business, professional 
and motion picture men, has had plans made for 
the construction of a $1,000,000 hospital in Bever- 
ly Hills, California. The responsibility for the 
plans for the new hospital and for providing lead- 
ership in professional and practical administra- 
tion was undertaken by a group from the Califor- 
nia Hospital. The plans call for the construction 
of a two-hundred-bed institution. On the Board 
of Directors of the new hospital are R. E. Heer- 
man, superintendent of California Hospital, Los 
Angeles, and John Henry, of Pasadena, president 
of the California Hospital. 


cans iain 


Nevada City, California—Foundation work on 
the new Grass Valley Memorial Hospital, Nevada 
City, California, was started last month. 


— ens 


Tulare, California—Architect Fred Schwartz 
has drawn the plans for the new municipal hos- 
pital in Tulare, California. It will be in California 
style architecture with tile roof, and will be an 
“H” shaped building so that all rooms for patients 
will have sunlight exposure. 


——_.<——— 


Newington, Connecticut—Governor Cross offi- 
ciated last month at the dedication of the first 
building in twenty five million dollar State insti- 
tution building program. 


eens 


Washington, D. C.—Congress has authorized 
the sum of $4,850,000 for the land purchase and 
construction of the new naval hospital and medi- 
cal center, to be built on a 214 acre site north of 
Bethesda, Maryland, a suburb of Washington. 
This new institution will be an imposing struc- 
ture and will include, beside the medical center 
and hospital, units for medical, dental, and other 
technical schools. 


—_—<>_———- 


Vidalia, Georgia—Arrangements have been 
completed for a new modern structure to replace 
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the 60 room Vidalia Hospital, Vidalia, Georgia, 
which was destroyed by fire early in September. 


meanest irsimecimsiate 


Anna, Illinois—Arrangements are completed 
for the dedication of the new buildings at the 
Anna State Hospital, Anna, Illinois, October 15. 


—coeeintl eens 


Chicago, Illinois—The Dominican Sisters are 
building the first unit of a new hospital plant in 
Justice Park, Chicago. The building will be 
colonial in design, of pressed brick and stone. 


ey 


East St. Louis, Illinois—Christian Welfare Hos- 
pital, East St. Louis, Illinois, has been completely 
remodeled and the institution was rededicated on 
September 2. The hospital was enlarged to ac- 
commodate sixty-two patients, and the funds to 
complete the work were contributed by the phil- 
anthropic friends of the institution. 


a 


Decatur, Indiana—The Adams County Memo- 
rial Hospital will receive a grant of $25,000 from 
the PWA administration for the construction of 
a new addition. According to the plans it will be 
two stories high and will contain complete quar- 
ters, dormitories, and recreation rooms for the 
nurses. 


Nn 


Indianapolis, Indiana—The Patrick Memorial 
Cancer Clinic, costing $100,000, and a unit of the 
Indianapolis City Hospital, was dedicated on Au- 
gust 18. The clinic was made possible by a gift 
of $100,000 from E. L. Patrick, as a memorial to 
his wife, Mrs. Kathryn Cones Patrick. 


iia 


Salem, Indiana—On the site of the Floyd Coun- 
ty Tuberculosis Hospital, the new $650,000 state 
tuberculosis hospital will be erected at Salem, 
Indiana, as soon as a committee to supervise the 
erection has been appointed by Governor Town- 
send. 


incense 


Clarinda, Iowa——Ground was broken on August 
24 for the new Municipal Hospital at Clarinda, 
Iowa. 


a ed 


Nazareth, Kentucky—Construction has been 
started on a $95,000 four-story hospital addition 
to Nazareth Academy, Nazareth, Kentucky, which 
serves as a home for aged Sisters of Charity. It 
will contain forty-two bedrooms. 
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“It is the good little things well done that 
go to make up a successful and truly good 
life, business or nation.” 

—WILLIAM HOWARD TAFT 


26th President of the 
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F it comes from Sexton’s it must be 
good because no matter whether it 

is small or large every item on your 
pantry shelf is an important product 
to us. The same infinite care in selec- 
tion, preparation and packaging is 
given your occasional needs as your 
everyday wants. The Edelweiss label 
on any product means it has been pro- 


duced to meet the most exacting tests 


. . - successful use by expert chefs and 


profitable service to the public. 
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IN YOUR HOSPITAL LAUNDRY 


e MINIMUM LABOR & SUPPLIES 
e MAXIMUM LIFE FOR LINEN 


From an operating standpoint, the institutional laundries 
installed by Hoffman are notably successful. Although 
the requirement of moderate initial investment is care- 
fully borne in mind, Hoffman provides ample washer 
facilities to permit proper classification of the work. 
This feature assures balanced productive capacity, avoids 
overloading or underloading machines— 
saves on supplies and lengthens the life 
of linen. Hoffman laundry layouts keep 
the work moving smoothly forward with- 
out retracing of steps—provide highest 
output with a minimum of labor to tend 
the machines. Call Hoffman to diagnose 
your laundry’s ills! 
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DeQuincey, Louisiana—The New DeQuincey 
Hospital, DeQuincey, Louisiana, was formally 
opened on September 5. 


———_<g——. 


Leesville, Louisiana—Construction is under 
way for the two new wards as additions to the 
Leesville Hospital, Leesville, Louisiana. 


a 


Allegan, Michigan—Funds for the construction 
of a $110,000 Community Hospital have been pro- 
vided. An outright gift to the city of $75,000 by 
WPA has been granted; $20,000 has been donated 
by the Board of County Supervisors, and the re- 
mainder by the private citizens of Allegan. Ad- 
ditional funds required for equipment and con- 
struction will be provided by W. K. Kellogg 
Foundation. When built the hospital will be 
managed by a non-partisan hospital board and it 
will be a non-profit institution. 


Pe 


Battle Creek, Michigan—The Community Hos- 
pital Association of Battle Creek, Michigan, dedi- 
cated the new hospital building on September 10. 
Patients will be moved into the new building on 
the fifteenth. 


ee 


Grand Haven, Michigan—It has been an- 
nounced that construction on the new municipal 
hospital at Grand Haven, Michigan, will start 
about October tenth. 


a os 


Kalamazoo, Michigan—The Kalamazoo State 
Hospital, Kalamazoo, Michigan, has completed 
plans for the construction of the new tuberculosis 
unit to cost $320,000. The architects are Knecht, 
McCarty & Thebaud of Grand Rapids, Michigan. 
This will be a self-contained unit and the first unit 
of a $1,500,000 construction program outlined for 
this institution. Dr. Roy A. Morter is superin- 
tendent. 


———— 


Marinette, Michigan—Clas & Clas, Inc., and 
Allan Wallsworth, associate architects, have been 
retained to design a new eighty-bed hospital for 
Marinette County, Michigan. The total cost will 
be $250,000, $37,000 of which has been pledged by 
the citizens of Marinette. The County Board has 
bonded itself for $100,000 for the hospital proj- 
ect and the WPA will furnish the remainder. 


———<_——_——__ 


Petoskey, Michigan—The cornerstone of the 
new Little Traverse Hospital, Petoskey, Michi- 
gan, was laid on August 21. The hospital, built 
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at a cost of over $300,000, was paid for by pop- 
ular subscription. 


ee 


Big Fork, Minnesota—Ground breaking exer- 
cises were held last month for the new twelve bed 
emergency hospital at Big Fork, Minnesota. 


— 


Glenwood, Minnesota—Glenwood will vote on 
bond issue of $45,000 to be used together with 
PWA grant in the construction of a new munici- 
pal hospital. 


lean. > 


Minneapolis, Minnesota—The new Wyman pa- 
vilion at Abbott Hospital, Minneapolis, Minnesota, 
erected and equipped at a cost of $500,000, was 
dedicated September 16. It is a four story build- 
ing with modern equipment and increased the ca- 
pacity of 160 beds. 


ees 


Columbia, Missouri—The new State Cancer 
Hospital, Columbia, Missouri, has been granted 
$409,000, which, together with the $500,000 ap- 
propriated by the 1937 Legislature, will be used 
in erecting a six-story, eighty-bed hospital for the 
treatment of cancer. The plans for the new hos- 
pital have been completed. Construction will be 
started immediately and the building will be ace 
for occupancy within a year. 


a 


Ithaca, New York—The city officials are adver- 
tising for bids for the construction of a new $120,- 
000 Memorial Hospital. The Federal Grant 
toward this project is $56,000. 


tte ea 


Old Forge, New York—Incorporated as the 
Central Adirondack Hospital Association to se- 
cure funds to endow a modern hospital, an organ- 
izing committee will. aid in financing and 
continuing for the present the Old Forge Private 
Hospital, Old Forge, New York. 


——— 


Schenectady, New York—The cornerstone for 
the new $800,000 addition to the Ellis Hospital, 
Schenectady, New York, was laid on August 15. 
The steel work has been completed and the welded 
steel floors are in place. It will be ready for oc- 
cupancy by January 1. 


—_——_——— 
Crosby, North Dakota—The Benedictine Sisters 
of the Sacred Heart Convent, Garrison, North 


Dakota, opened the new St. Joseph’s Hospital at 
Crosby, North Dakota, on August 12. 


HOSPITALS 



























UNIFORMS 


Symbols of Merit 


Smart uniforms 
of quality for 
all employes re- 
flect and add 
hospital pres- 
tige. 


Marvin-Neitzel has set the standard 
of excellence for 94 years. 
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For less than %c a piece, you can permanently mark 
all your linens, towels, blankets, etc. The impres- 
sion is dyed into the cloth, never to wash or wear 
out. Send for Catalog and Sample Impression Slip. 


APPLEGATE'S XANNO 
INDELIBLE INK INDELIBLE INK 


Silver base, will never Lasts much longer than 
wash out, and lasts full other inks NOT requir- 
life of any fabric. ing heat to set. 


se APPLEGATE $ 


Ask 
our 


tam INKS& MARKERS 


low- 
Linen 





markers. APPLEGATE CHEMICAL CO. 


5630 HARPER AVE. H 10-38 CHICAGO, ILL. 























October, 1938 


S57 Yr 


Ful - “Fold 


CAPES 





Snowhite Full-Fold Capes are 
available in all popular lengths 
and in many combinations of 
beautiful colors. Storm collar 
as pictured above, or military 
collar as pictured at right, 
are optional on all styles. 


Once. and For Always! 


When a nurse receives a Snowhite FULL- 
FOLD Cape, it will very likely be the only 
cape she will ever need. 


For it will be strongly tailored of prime 
virgin wool, treated to make it water repel- 
lent. Its generous folds will afford ample 
protection and its regal beauty provide 
attractive attire for years and years. 


May we send you prices and swatches of your 
preferred colors? Sample capes sent free to 
hospital executives. 


m, now Garment Mfg. Co. 


2880 N. 30th Street » Milwaukee, Wisconsin 
MEMBER, HOSPITAL EXHIBITORS’ ASSOCIATION 
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